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Introduction 


HEUMATIC DISEASES as a whole are second 

only to nervous and mental diseases in respect 
to days lost from work.! It is estimated that de- 
generative joint disease accounts for thirty-five 
out of every 100 patients in a general clinic com- 
plaining of “rheumatism.” Degenerative arthritis 
of the hip is a common cause of disability in the 
age group over fifty years. Hence, the successful 
management of degenerative hip disease is of ex- 
treme practical importance. 


Pathology 

The process is one of degeneration of articular 
cartilage. First the cartilage over the head of the 
femur becomes thinned and then the weight bear- 
ing areas of the acetabulum become involved. 
The head of the femur may become flattened and 
there is bone sclerosis and cyst-like cavitation in 
the adjacent areas. On X ray, an advanced case 
the joint has the appearance of a mushroom. 


Etiology 

Congenital defects, trauma, obesity and certain 
metabolic diseases such as gout and osteoporosis 
predispose to the development of malum coxae 
senilis. The disease is slowly and steadily progres- 
sive. Some authors have claimed that actual heal- 
Ing occurs, as determined roentgenographically, 
under medical treatment when given the so-called 
vaccine therapy.?. Most authors, however, are less 
optimistic and claim that on medical therapy only 
telief of pain can be expected without change in 
Progression of the pathological process. 


Material 


The purpose of this paper is to evaluate the 
effect of long-term medical treatment on the clini- 
cal course of degenerative arthritis of the hip. Out 
of forty-five patients suffering from malum coxae 
senilis observed during the years 1941-1954 at the 
Boston Dispensary Arthritis Clinic, eleven were 
excluded from study because of inadequate follow- 
up. The remaining group included sixteen males 
and eighteen females. These patients had been 
followed in the clinic from six months to four 
years. Ages at the time of the first visit ranged 
from forty-seven to seventy years, the average age 
being sixty years. 

In all cases the clinical diagnosis was confirmed 
by X-ray evidence prior to treatment. In thirty- 
one patients the disease was apparently limited to 
one hip. Three had bilateral involvement. 

The chief complaint of all patients was pain on 
motion, either in the hip or referred to the thigh 
or knee. The majority also complained of early 
morning stiffness of the hip or knee on the affected 
side, and walked with a characteristic limp. Several 
patients were greatly handicapped in regard to 
ambulation and work, although there was little 
correlation between the severity of the osteo- 
arthritic process as determined by X ray and the 
patient’s disability. Most presented the familiar 
picture of obesity but were otherwise healthy. 

All patients were instructed to follow daily 
home physiotherapy consisting of various forms of 
heat to the hip and active exercises of the affected 
joint and muscles.’ 


Treatment 

Each patient was tried initially on full doses of 
salicylates and other drugs were used in addition 
if no relief of pain ensued. 

Twenty-two were maintained on testosterone 
propionate intramuscularly in doses of 50 to 100 
mgm. once or twice weekly for periods of four 
weeks to four years. Medication was interrupted 


at varying intervals to see if relapse would occur. 
continued on next page 
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Four patients in this group were placed on oral 
doses of testosterone, to see if the improvement 
obtained with the parenteral form of treatment 
could be maintained. The dose varied from ten to 
seventy-five mgm. three times a day for periods 
ranging from three to sixteen weeks. 

Two patients were given phenylbutazone in 
doses of 300 to 600 mgm. daily by mouth over a 
period of three to six months. 

One patient, who also had osteitis deformans, 
was maintained on an average daily dose of 45,000 
U of vitamin A and 3,000 U of vitamin D over a 
period of eight years. 

Two patients received from one to five injec- 
tions of hydrocortisone intra-articularly after 
failure of testosterone to relieve pain. 


Results of Medical Treatment 
The effects of medication are considered under 
three categories. 


(A) Relief of Pain 

It is difficult to evaluate in figures the degree of 
relief of pain. Therefore, we are considering only 
two results ; relief of pain to permit activity within 
the actual mechanical limitation of the disease, and 
failure to attain this. If a particular form of medi- 
cation did not afford satisfactory relief by the 
patient’s own admission, it was considered in- 
effective. 

Salicylates. Nine patients of the thirty-four or 
26% were maintained satisfactorily on salicylates 
up to 60 grains daily in divided doses. 

Parenteral testosterone propionate. Twenty of 
the twenty-two patients so treated, ten males and 
ten females, were maintained sufficiently free of 
pain on testosterone propionate intramuscularly. 
The optimum maintenance dose was 100 mgm. 
weekly. However, it was found that relapse of 
pain occurred in all on discontinuance of the medi- 
cation. The longest period of relief after discon- 
tinuance was eighteen months; the shortest, two 
weeks. In the majority, even though pain returned, 
it was described as less severe than before testos- 
terone was given. 

Oral testosterone. Two patients on oral tes- 
tosterone experienced relief of pain comparable to 
that enjoyed with parenteral medication. The 
minimum dose necessary for relief of pain was 
60 mgm daily. However, both relapsed within one 
month after discontinuance of three months oral 
therapy. 

In two patients it proved ineffective. One pa- 
tient, after initial absence of pain, experienced 
gradual relapse over a ten-week period of treat- 
ment, and had a remission of pain when parenteral 
medication was resumed. The other patient ex- 
perienced rapid return of pain within two weeks 
necessitating parenteral administration again. 
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Phenylbutazone. The two patients receiving this 
drug experienced good relief of pain. One patient 
relapsed after six months, the other was still free 
of pain after eight months. 

Massive oral vitamins. No noticeable effect was 
noted on the pain in the patient receiving vitamins 
A and D. 


(B) Clinical Objective Improvement 


In some patients there was apparent increase in 
range of motion of the affected joint. Whether 
this was due to lessening of muscle spasm or 
change in joint pathology is not known. It was 
probably due to the former. 


(C) X-ray Changes 


In eleven patients X-ray films were taken pe- 
riodically during periods from one to eight years. 
The follow-up X-ray films of patients on salicylate 
therapy alone showed no change in four cases and 
progression in pathology in one. In the testos- 
terone treated series there were five that showed 
no X-ray changes and one with progressive 
changes. There were no evidences of beneficial 
changes under any form of treatment. 


Side Effects of Medication 

Masculinization. Two women developed hirsu- 
tism and deepening voice after ten months of tes- 
tosterone treatment. At request of the patients, 
treatment was stopped with gradual subsidence of 
these symptoms. 

Fluid Retention. Three women developed edema 
of ankles. In one patient this occurred after a to- 
tal of 200 mgm. of parenteral testosterone had 
been given, forcing discontinuance of treatment. 
One was continued on the original dose despite the 
fact that she was a cardiac patient. Her edema was 
controlled by the use of mercurials. The third pa- 
tient was continued on testosterone and concomi- 
tant use of ammonium chloride. 

Discussion 

Osteoarthritis of the hip joint is a disease in 
which paradoxically, clinical disability may lessen 
when the disease progresses. Increasing stiffness 
apparently lessens the pain present on motion. 
When sufficient stiffness is reached, many pa- 
tients are able to carry on a full day’s work despite 
severe restriction of motion and limp. This satis- 
factory terminal result is possible only if the patient 
has remained active in the early stages. Sometimes 
mental depression, lassitude and loss of work tol- 
erance due to long inactivity will not be overcome 
even after a painless stage is eventually reached. 

It is important to relieve pain so that full time 
employment is possible. We believe that this is a 


justifiable aim although there is undoubtedly no 
. concluded on page 624 
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een TO SAY, the past few years have been 

filled with new developments in the treatment 
of tuberculosis. There have been so many, in fact, 
that it is difficult to choose the ones which deserve 
special attention in the limited time at my disposal. 
Another problem I must face is that some present 
concepts in the treatment of tuberculosis may look 
very old fashioned a year or two hence. More 
information on long-term results and the arrival of 
still newer developments are constantly making 
alterations necessary. Nevertheless, it is worth 
while, I believe, to pause occasionally and talk about 
present styles and the reasons for them. This I 
shall do by commenting upon a few specific ques- 
tions of current interest. 


I. What are the best drugs to use? 

When only one really effective drug, Strepto- 
mycin, was available for tuberculosis, there were 
good reasons for recommending its use only in 
selected patients. Today, however, it is generally 
conceded that virtually every patient with active 
tuberculosis deserves treatment with drugs. The 
questions are merely “What drugs?”, “How?”, 
and “How long?” 

Table I lists a number of drugs which deserve 
attention. Comment will be largely confined, how- 
ever, to the drugs in the major category, which 
have clearly established their claim to high effec- 
tiveness and low toxicity. 

TABLE I 
Anti-Tuberculosis Drugs 
Major 
The Streptomycin Drugs 
(SM and DHSM) 


Para Aminosalicylic Acid (PAS) 
Isoniazid (INH) 


?< Pyrazinamide (PZA) —»? 


Minor 
Viomycin (VM) 


Terramycin (TM) 


? 
*Presented at the 143d Annual Meeting of the Rhode Island 
i Society, at Providence, Rhode Island, May 6, 


Streptomycin and Dihydrostreptomycin are 
merely two forms of the same drug, which have the 
same therapeutic properties, and which differ, es- 
sentially, only in toxicity and in their ability to 
provoke allergic reactions. Hence they will be con- 
sidered as one (under the generic term Strepto- 
mycin) except in the discussion of toxicity and 
allergy. 

Experience has shown that, in a considerable 
proportion of treated patients, each of the major 
drugs, when used alone, will soon result in the 
emergence of bacterial populations highly resistant 
to the drug’s action. Even the use of two or more 
major drugs in combination has by no means elim- 
inated the very important problem of bacterial 
resistance. But combined chemotherapy has cer- 
tainly reduced the problem and has greatly pro- 
longed the period during which a sustained suppres- 
sive effect from drugs can be expected. There are 
those who feel that the clinical significance of bac- 
terial resistance to Isoniazid is not yet clear, and 
who even advocate use of Isoniazid alone in many 
instances. They are in the minority, however. Most 
physicians dealing with tuberculous patients are 
thoroughly convinced that the following basic prin- 
ciple is extremely important : In all but very excep- 
tional circumstances, treatment of tuberculosis with 
drugs regularly requires the use of two or more 
drugs, administered concurrently. 

Well, what is the drug combination of choice? 
This is influenced, naturally, by a number of factors 
which vary with the case. 

In a previously treated patient, the susceptibility 
of his own bacilli to the different drugs must be 
evaluated before making a choice. In such a case 
actual laboratory tests of sensitivity are highly de- 
sirable. Admittedly, clinical response to drugs can- 
not always be correlated exactly with laboratory 
tests of bacterial resistance, but such tests generally 
offer the best basis for choosing the drugs to which 
the patient’s infection is most susceptible. When 
treatment with drugs must be started without this 
knowledge, then careful review of the patient’s 
progress during a previous course of drug treat- 
ment may give important clues. If a patient pre- 
viously had a major relapse, for example, while 
actually receiving Streptomycin, then it can be as- 
sumed with considerable assurance that his infec- 


tion is Streptomycin resistant, and that drugs which 
continued on next page 


LL 611 
22282229 222 222 2 2 22 2 2282252022630 22 2003882 220222222 22 2222238222 2 PRLS 2 
nt 
‘as 
ns 

in 
ler 
or 
ras 
ye- 
rs. 
ate 
nd 
ed 
ive 
ial 
eS- 
ts, 
of 

\ 
ma 
to- 
ad 
nt. 
the 
yas 
pa- 
ni- 
in 
en 
ess 
on. 
pa- 
ite 
HS- 
ent 
nes 
ol- 
me 
ed. 
me 
: 
624 


612 


the patient was not receiving at the time of his 
relapse are far more likely to prove effective. On 
the other hand, if previous response, say, to Strep- 
tomycin and PAS was uninterruptedly good and 
resulted in arrest of the patient’s tuberculosis, and 
if relapse did not occur until some time after the 
drugs had been stopped, then it would seem logical 
to try the same drugs again. In this way, we hold 
the third major drug, Isoniazid, in reserve, and do 
not needlessly subject the patient to the risk of hav- 
ing his infection become resistant to all three major 
drugs. 

In the previously untreated case, susceptibility 
of the infection to all three drugs can be assumed, 
and a free choice is offered. Actually none of us yet 
knows positively just what combination of drugs 
may prove best for general use in these circum- 
stances. Really long-term results, especially from 
the combinations which include Isoniazid, are not 
yet in, and it is on these that a decision must even- 
tually be based. Meanwhile, however, we do have 
some preliminary information, and this together 
with a little logic may justify a rather definite, if 
necessarily tentative, opinion. At any rate, I do 
have an opinion, and here is the process by which 
I have reached it: 

It is obvious that three major drugs allow four 
possible combinations, viz. SM + PAS, SM + 
INH, INH + PAS, and SM + PAS + INH. 
All have been tried, and results from two coopera- 
tive studies (that under the auspices of the 
USPHS! and the joint Army-Navy-VA study?) 
have now been tabulated in a considerable number 
of randomized patients with pulmonary tuberculo- 
sis treated for as long as from five to eight months. 
Results, as judged by the percentage of patients 
showing marked or moderate improvement in serial 
roentgenograms and by the percentage of patients 
whose sputum no longer contains tubercle bacilli, 
show no significant therapeutic advantage of any of 
the four regimens over the others. Results, thus 
far, from each of the four combinations have been 
excellent—and just about equally so. On this evi- 
dence it would seem, therefore, that one could just 
pay his money and take his choice. But there are 
some other things to be considered. 

Since the administration of a drug always intro- 
duces the possibility of bacterial resistance and 
eventual loss of effectiveness, it is clearly undesir- 
able to use all three drugs, if two will work just as 
well. On present evidence, this eliminates the 
SM + PAS + INH combination as a regimen of 
choice. Now, both SM and INH have been clearly 
shown to be far more prompt in their action and 
more generally effective as single drugs than PAS. 
In fact PAS has gained admission to the major 
drug category largely because it is highly effective 
in combination with one of the other two; when 


RHODE ISLAND MEDICAL JOURNAL 


used alone it is decidely second rate. Hence it seems 
clearly desirable to hold either SM or INH in 
reserve for a possible need later on—e.g. to cover 
surgery which must be done after the patient's in- 
fection has become resistant to the other two drugs, 
If this reasoning is correct, then the original treat- 
ment of choice is either SM + PAS or INH + 
PAS. 

Perhaps, if I were wise, I would stop here, and 
leave that much choice entirely to you. Certainly 
either of these two regimens is a good one. But I 
think I will go on and say, for what it is worth, 
that at Laurel Heights we still start most new pa- 
tients on SM + PAS. One reason for this is 
simply that we have had a long and highly satis- 
factory experience with this combination of drugs. 
Hence we are inclined ‘o stick with the tried and 
true until another combination can be shown to be 
therapeutically superior. Just possibly, however, 
there is another reason for generally preferring 
SM + PAS at the present time. This reason in- 
volves a brief discussion of the newest comer to our 
list of drugs, Pyrazinamide, which is presently 
under investigation. 

While preliminary investigation of Pyrazina- 
mide more than two years ago showed it to be a 
drug of some promise, it was soon all but pushed 
off the stage by the well publicized entrance of 
Isoniazid upon the scene. Quite recently, however, 
interest has been revived by reports®:* 5 of the 
action of Pyrazinamide and Isoniazid in combina- 
tion. In experimental tuberculosis in mice the com- 
bination of PZA -++ INH has shown an effect 
superior to that of any other drug combination 
employed. Moreover, the combination has shown 
evidence of impressive effectiveness in at least 
three relatively small groups of tuberculous pa- 
tients. The fly in the ointment at present is that 
serious liver damage has been reported in several 
treated patients, leading in one case to death. Un- 
til both its toxicity and its therapeutic effectiveness 
can be evaluated in much larger groups of patients, 
the place of Pyrazinamide in our list of drugs must 
remain unknown. It is worthy of note, however, 
that a similar effectiveness against tuberculosis has 
not been demonstrated for PZA + SM or for 
PZA + PAS. Perhaps, therefore, there is another 
reason for preferring SM + PAS as the original 
treatment of choice. Choice of this regimen allows 
INH to be held in reserve for possible future use in 
combination with PZA, in the event that further 
experience should show that the toxicity of PZA is 
not sufficient to preclude its use, at least in those 
patients in whom SM + PAS has become ineffec- 
tive and who badly need further drug therapy. 

Before leaving this topic, I must make it crystal 
clear that my preference for SM + PAS applies to 
patients with the usual types of pulmonary tuber- 
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culosis, not to patients with generalized miliary 
tuberculosis. There is clear evidence that tubercu- 
lous meningitis, a common complication and the 
principal cause of death in patients with miliary 
tuberculosis, can be prevented and treated most 
effectively by a regimen which includes Isoniazid. 
Feeling that no stone should be left unturned, and 
that time is of the essence, most physicians treat 
either miliary tuberculosis or tuberculous menin- 
gitis with all three drugs, as soon as a diagnosis is 
established—though there is, to my knowledge, no 
clear evidence that SM + INH or INH + PAS 
might not work equally well. 

The question of using the minor drugs, Viomy- 
cin and Terramycin, arises only when the tubercle 
bacilli responsible for a patient’s tuberculosis are 
resistant to at least two of the major drugs, which 
have proved ineffective in controlling the patient’s 
disease. Terramycin appears to be almost totally 
ineffective against tuberculosis when used alone, 
but it is reported® to be capable of greatly reducing 
the problem of bacterial resistance and of prolong- 
ing the suppressive action of Streptomycin when 
used in conjunction with it. Whether it is capable 
of a similar role in conjunction with Isoniazid is 
not yet known, and is now under investigation. 
Viomycin, on the other hand, is believed by those 
who have used it to have shown definite effective- 
ness as a single drug—though its suppressive action 
is certainly much weaker and less dependable than 
that of Streptomycin or of Isoniazid. The toxicity 
of Viomycin, as well as its relatively low order of 
effectiveness, has deterred many of us from using 
it up to the present time. But recent reports” indi- 
cate that toxicity is not prohibitive when doses are 
moderate, and especially when the drug is admin- 
istered only twice weekly. Just how Viomycin will 
stack up when used in conjunction with one of the 
major drugs remains to be determined. It is clear, 
therefore, that both Terramycin and Viomycin are 
still in the experimental stage, so far as the treat- 
ment of tuberculosis is concerned. 


Il. How should the chosen drugs be administered? 
Isoniazid and PAS are given by mouth daily, 
usually in three divided doses. The daily dose of 
PAS is 10 to 12 gms. The optimum dose of Isonia- 
zid is not entirely settled, but there is good evi- 
dence from the USPHS study that, when used in 
combination with SM or with PAS, 3 mg. per 
kilogram of body weight daily is as effective thera- 
peutically as 10 mg. per kilogram daily, and cer- 
tainly the smaller dose is far less toxic. In many 
hospitals the dosage for adults is arbitrarily set at 
from 150 to 300 mg. per day, and these doses are 
well tolerated for long periods of time by most 
Patients. 
_ Streptomycin (or DHSM) is, of course, injected 
intramuscularly. It is not yet entirely settled 
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whether the 1.0 gm. dose, which is usually em- 
ployed, should be administered once every day or 
only twice weekly. Certainly 1.0 gm. of SM twice 
weekly plus PAS, 12 gm. daily, is a highly effective 
regimen, and figures from the extensive Army- 
Navy-VA study of this combination of drugs still 
indicate that therapeutic results, as judged by im- 
provement in serial x-rays and in the sputum status 
of treated patients, are as good when SM, 1.0 gm., 
is employed twice weekly as when daily injections 
are given. Moreover, the use of SM only twice 
weekly has distinct advantage, not only because it is 
much more convenient for both patient and nurse, 
but also because it is considerably less toxic. Re- 
cently, however, Raleigh and his associates® from 
the Sunmount Veterans Administration Hospital 
have presented data on resected lesions which sug- 
gest that the effect of SM + PAS upon the pa- 
tient’s infection is more profound when daily SM 
is employed. These data are shown in Table II. 


TABLE II 

Bacteriology of Closed Resected Lesions in Patients 

Treated for the First Time with SM + PAS 
(Sunmount V.A. Hospital ) 
Patients SM Regimen % + (by Culture) 

69 1 g. daily 

46 ¥% g. daily 15% 

38 1 g. twice weekly 32% 

That the higher incidence of viable organisms may 
mean a greater liability to relapse in patients receiv- 
ing SM twice weekly is a logical supposition—but 
one which has not yet gained support from any 
actual figures on relapse which I have seen. This 
is a good example of the kind of question which 
just can’t be answered until really long-term results 
in large groups of cases are known. Meanwhile, 
some physicians employ SM daily for the first few 
months, or until a patient’s infection is under good 
control—then reduce the SM injections to twice 
weekly for the remainder of the long course of 
therapy. 

“How long?” is another question to which a 
definitive answer is not yet possible. We know only 
that combined chemotherapy should be continued 
for much longer periods than the three to four 
months once employed. At Laurel Heights we now 
follow the practice of continuing drugs without 
interruption at least long enough to satisfy both of 
two requirements: 1) that the total period of con- 
tinuous drug treatment be not less than one year, 
2) that the period of treatment after the elimina- 
tion of all cavities and the achievement of a con- 
sistently negative sputum be not less than six 
months. When surgery is employed, drugs are 
continued for at least four months post-operatively, 
usually longer. Periods of treatment considerably 
longer than these minimum requirements are em- 


ployed in patients whose original disease was severe 
continued on next page 
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or extensive, whose initial response to treatment 
was slow, or who are left with considerable residual 
disease which is not suitable for resection. 


Ill. What are some of the problems 
encountered in the administration of 
Streptomycin, PAS and Isoniazid? 

While serious intolerance to drugs is not en- 
countered in the majority of treated patients, dif- 
ficulties are not infrequent and are sometimes very 
hard to resolve. In the limited time available, it is 
quite impossible to discuss in detail the large num- 
ber of toxic and allergic manifestations which have 
been reported. It is important, however, to point 
out that they do occur, and that every physician 
who treats tuberculosis needs to be familiar with 
them and prepared to cope with them. They can be 
detected and handled best when the patient is under 
continuous observation in a sanatorium or hospital. 
For this and other reasons, hospitalization of tu- 
berculous patients is especially desirable during the 
early weeks or months of treatment, when evidence 
of poor tolerance to drugs is most commonly en- 
countered. 

While an extended discussion of the problem is 
not feasible today, I cannot leave the subject of 
drug tolerance without one or two additional 
comments : 

The principal toxic effect of SM is impairment 
of vestibular function. The principal toxic effect of 
DHSM is impairment of hearing. Although 
neither is a common problem when 1.0 gm. twice 
weekly doses are employed, or when 1.0 gm. daily 
doses are administered for short periods of time, 
they become a matter of increasing concern when 
1.0 gm. daily doses are continued past the sixth 
month. Since the dizziness and ataxia resulting 
from impaired vestibular function is likely to be 
less persistent and disabling than impairment of 
hearing which progresses to clinical deafness, the 
Laurel Heights staff has continued to prefer SM 
to DHSM for general use. However, we do not 
hesitate to shift from SM to DHSM when there 
are good reasons for doing so. Among the good 
reasons for making this change are increasing dizzi- 
ness or an allergic reaction to Streptomycin. The 
greatest advantage of having two Streptomycin 
drugs is that the patient who becomes sensitized to 
one can usually still tolerate the other without 
difficulty. 

While PAS is virtually free of serious toxic 
effects, it frequently causes extremely unpleasant 
gastro-intestinal disturbances. The result is that 
difficulties in administering adequate doses are en- 
countered more often with PAS than with either of 
the other major drugs. Success in circumventing 
these difficulties is likely to be a good measure of 
the physician’s patience and persistence, and of his 
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conviction that continuing PAS is worth the trouble 
involved. 

Fortunately, most patients’ stomachs appear to 
gain better tolerance for PAS after the first few 
days or weeks of treatment. They can often be 
helped through the initial period by starting witha 
small dose, and increasing the dose gradually over a 
five to seven day period. After that, symptoms are 
much less frequent, and can usually be handled by 
reducing the dose for a day or so, then resuming 
full doses after symptoms have subsided. While 
occasional short interruptions of a day or two are 
permissible, it is of the utmost importance that 
PAS not simply be abandoned and the patient con- 
tinued on Streptomycin alone—as is all too fre- 
quently done. 

PAS is provided in a number of forms, which 
are less irritating to the gastro-intestinal tract than 
the free acid is. The sodium salt is used most com- 
monly. Whatever the form of PAS employed, it 
is important to remember that the recommended 
dose of 10 to 12 gm. daily is in terms of the free 
acid, and that appropriate weight allowances must 
be made when compounds are used. The equivalent 
dose of Sodium Para-Amino salicylate, for ex- 
ample, is approximately 15 gm. daily. 

Allergic reactions to PAS are also fairly com- 
mon, and are sometimes extremely difficult to deal 
with. Desensitization can be usually accomplished, 
but the program must be planned and adjusted for 
the individual case. The patient who is having 
serious trouble taking PAS certainly needs to be 
placed in a hospital or sanatorium promptly if he 
is not already there. Minimum interruption of 
therapy is important, and the prompt establishment 
of a satisfactory and well tolerated drug regimen 
in these cases may be far from easy, even when the 
patient is under constant observation by a physician 
with long experience in the treatment of tuberculo- 
sis with drugs. 


IV. How important is bed rest in the 
treatment of pulmonary tuberculosis, 
now that effective drugs are available? 

The only honest answer to this question at the 
present time is that we just don’t know. To be sure, 
once a patient is free of troublesome symptoms and 
no longer feels sick, virtually every physician is 
inclined to be at least somewhat more liberal with 
privileges than he was before the advent of effective 
drugs. Moreover, as drugs have shortened the time 
required to bring many cases of tuberculosis to a 
state of arrest or inactivity, they have naturally 
shortened the duration of bed rest prescribed for 
the average patient. But just how active a patient 
can safely be during the period when he is engaged 
in achieving this status remains to be determined. 
The matter is now being explored, on an expert 
mental basis, in several institutions, and we are all 
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waiting with interest to learn the results. Mean- 
while, a few words of caution are in order regard- 
ing the so-called “ambulatory treatment” of tuber- 
culosis with drugs. 

Even the most hopeful investigators of this regi- 
men are now applying it, electively, only to care- 
fully selected patients with a favorable prognosis. 
Certainly there are good reasons for continuing to 
insist upon bed rest for the patient with extensive 
and highly active caseous tuberculosis or for the 
patient with large cavities. The reason is that, 
whatever the drugs employed, improvement in such 
disease all too often falls short of the goal of arrest 
or inactivity, and also short of a status which would 
permit an appropriate surgical procedure to finish 
the job. It is in these very cases, moreover, that 
the problem of bacterial resistance is most likely to 
arise and to limit the further usefulness of drugs. 
Hence, these patients clearly need the aid of every 
appropriate therapeutic measure at our command, 
including bed rest, until the goal of inactive tuber- 
culosis has actually been achieved. 

Certain types of tuberculosis, on the other hand, 
have been clearly shown to be highly responsive to 
treatment with drugs and to carry a highly favor- 
able prognosis. Examples are exudative non- 
cavitary disease of recent origin, disseminated 
nodular tuberculosis, and small thin-walled cavities. 
Some of us may be prescribing more bed rest than 
is necessary for patients with tuberculosis of these 
types, and if we are we would like to know it. That 
is why we are very glad that men like D’Esopo of 
the West Haven Veterans Administration Hospital 
are carefully studying the response of such patients 
when they are allowed out of bed at will. Even 
when the outlook appears favorable, however, in- 
stances of inadequate response to drugs and of re- 
lapse after drugs are stopped are encountered from 
time to time. Perhaps they will be encountered no 
more frequently in patients who are ambulatory 
than in patients who spend most of their time in 
bed. Nevertheless, until this is known, many phy- 
sicians will continue to share with me a preference 
for prescribing bed rest as well as drugs for all 
patients with active pulmonary tuberculosis until a 
satisfactory response to treatment has actually been 
observed, and for modifying this regimen only 
gradually and carefully until the goal of inactive 
tuberculosis is actually in sight. 


While the two subjects have obvious relation- 
ships, ‘ambulatory treatment” and “home treat- 
ment” of tuberculosis are not synonymous terms, 
as some discussions seem to assume. Treatment in 
a tuberculosis sanatorium or hospital has many 
advantages over treatment at home, quite apart 
from the rest and nursing care which many, if not 
all, patients need. Among these advantages are: 
1) a better opportunity for the patient to learn of 


615 


his disease and of his own important role in getting 
and staying well, 2) better protection of family and 
community from infection, 3) the greater ease a 
patient finds in following a prescribed regimen, 
whether of rest or of drugs, when he is surrounded 
by others who are similarly engaged. The special 
advantage of hospitalization during the initial 
period of treatment, to insure the successful estab- 
lishment of a satisfactory and well tolerated regi- 
men of drugs, has already been mentioned. Most 
important of all, perhaps, is the fact that modern 
treatment of tuberculosis has become a codperative 
group endeavor, with the patient and physician, 
nurse and laboratory technician, social worker and 
rehabilitation worker, bacteriologist and patholo- 
gist, surgeon and anaesthesiologist each an impor- 
tant member of the team. Such a team can be mus- 
tered and codrdinated best in the well equipped and 
staffed tuberculosis hospital. 


V. What measures, other than drugs and rest, 
are now employed in the treatment 
of tuberculosis? 

Since the collateral therapy most commonly used 
in treating pulmonary tuberculosis today is surgical, 
I am now approaching Dr. Lindskog’s province, 
and I promise to stop in just a few moments and 
leave the rest of the discussion to him. It bears 
repeated emphasis, however, that modern treat- 
ment is a joint endeavor and that judicious inte- 
gration of medical and surgical measures is the 
keystone to successful treatment in a great many 
tuberculous patients. 

Table IIT lists the collateral measures most com- 
monly employed, and, as you can see, the surgeon 


TABLE III 
Therapeutic Measures Other than Rest and Drugs 
Collapse Therapy Excisional Therapy 


Pneumothorax Pneumonectomy 
Pneumoperitoneum Lobectomy 

Thoracoplasty Segmental Resection 
Extraperiosteal Plombage Wedge or Focal Resection 


must be called upon for all but two. Moreover 
these two, pneumothorax and pneumoperitoneum, 
now occupy a place of far less importance than they 
were once generally thought to have. The vogue at 
present over the country at large is, rather, for 
excisional surgery. It should be stated, however, 
that a highly favorable experience with subcostal 
extra-periosteal plombage has been reported from 
certain hospitals, notably from your own State 
Sanatorium at Wallum Lake, and has led men like 
Dr. Norman Wilson and Dr. William O’Brien to 
prefer this procedure in many situations. 

The need for appropriate surgical treatment is 
apparent and beyond question when rest and drugs 
have failed to produce cavity closure and negative 


sputum within a reasonable time. The appropriate 
continued on next page 
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time for surgery in these cases is, of course, an 
individual problem, but in general it can be stated 
that if medical treatment alone has failed to achieve 
these objectives within approximately six months, 
it is unlikely to do so. Even when sputum is con- 
sistently negative under drug therapy, the presence 
of a persistent cavity carries a high risk that posi- 
tive sputum or other evidence of persistently active 
tuberculosis will sooner or later recur ; hence elim- 
ination of persistent cavitary tuberculosis by ex- 
cision or collapse should always be attempted in 
patients who can tolerate one of these procedures 
without excessive risk. 

Much more difficult to answer is the question of 
whether residual tuberculous lesions should also be 
excised, when feasible, in patients who have no 
demonstrable cavity and whose sputum is consist- 
ently negative. This was very common practice a 
year or two ago, and was done with the objective of 
reducing the liability to future relapse. The study 
of resected lesions by Medlar, D’Esopo and their 
associates at Sunmount has, however, made us 
again question the wisdom of this practice. This 
study (Table 11) has shown that all but a small 
proportion of closed, non-cavitary tuberculous le- 
sions, resected after from six to eight months or 
more of combined chemotherapy with daily SM + 
PAS in patients whose sputum is consistently nega- 
tive, no longer contain tubercle bacilli capable of 
growing in the culture media now employed or of 
producing tuberculosis in guinea pigs. Moreover, 
the relapse rate to date in these Sunmount patients 
with so-called “target point” lesions has been ex- 
tremely low (less than 5% ), and has been approxi- 
mately the same in the patients who had their major 
residuals resected as in those who did not. 

If this experience means that the tubercle bacilli 
present in most of these lesions are dead—or, at 
least, no longer dangerous—then there seems no 
good reason to resect the residual closed lesions. 
But, so far, the follow-up studies from Sunmount 
and elsewhere are not sufficiently extensive or of 
sufficient duration to answer this question clearly. 
Meanwhile, decision must be made for each patient 
individually by the particular physician and sur- 
geon responsible for his care. At present most of us 
still recommend excision when the residual densi- 
ties as seen by x-ray (including planigraphic 
studies) are large, when they are relatively local- 
ized so that not too much lung need be sacrificed, 
and when the patient is a good operative risk with 
adequate functional reserve. In these and other 
candidates for surgery, objective tests of pulmo- 
nary function have abundantly proved their value 
in helping us accurately to assess the risk involved. 
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is now considered to be a 
metabolic disease characterized by a markedly 
increased iron content in the body tissues, in- 
variably accompanied by cirrhosis of the liver and 
frequently with progressive involvement of the 
pancreas and other organs.’ Studies of iron me- 
tabolism in recent years have necessitated broad- 
ening of the original concepts of the disease to 
include what has been termed both a primary or 
endogenous and a secondary or exogenous form. 
The primary or endogenous form has been shown 
to be the result of increased iron absorption from 
the gastro-intestinal tract?» due probably to a de- 
fect in the regulatory mechanism of the mucosal 
cells.¢7 Hereditary tendencies suggest it to be an 
inborn error of iron metabolism.$1° The primary 
form has been amply described in the literature in 
terms of pathology, clinical features, pathogenesis 
and more recently treatment.?:'! The exogenous 
or secondary form which is less commonly recog- 
nized is the occurrence of hemochromatosis in pa- 
tients with chronic anemia. The abnormality here 
isalso a result of increased iron absorption and the 
effects of the iron deposition may be no less harm- 
ful than that seen in the primary form of the 
disease.) 12,13 Additional iron may be introduced 
in the form of transfusions and parenteral iron to 
accelerate the process. In view of the widespread 
and often haphazard use of both iron compounds 
and repeated transfusions in the treatment of 
chronic anemias, it seems advisable to draw further 
attention to this aspect of the problem and its 
therapeutic implications. The following case is an 
example of severe long standing Mediterranean 
anemia in whom marked secondary hemochroma- 
tosis occurred. The patient is of some additional 
interest in that so long a life span is unusual in 
Thalassemia Major. Although radioactive iron 
studies were not available to us and permission for 
*From the Medical Service, Veterans Administration Hos- 
pital, Providence, Rhode Island. 


‘autopsy was not granted, the accumulated data are 
believed to be sufficient to document the findings. 


Case #20290 — A.G. 


This thirty-year-old white male of Italian ex- 
traction was admitted to the Veterans Hospital in 
Providence, Rhode Island on December 3, 1953, 
complaining of progressive weakness of two weeks’ 
duration. At the age of five a splenectomy was 
performed following which he received three blood 
transfusions. His childhood was normal although 
his skin began to assume a greyish pallor, and he 
tired more easily than his friends. At the age of 
thirteen he was treated for a period of three months - 
for marked weakness. He received an eighth grade 
education leaving school to enter the Civilian Con- 
servation Corps where he stayed for four years. 
After spending three years in the Navy he received 
an honorable discharge in December, 1945. His 
only complaints while in the service were occasional 
periods of fatigue and weakness and a chronic ulcer 
on the right lower leg. Following discharge he 
worked in a textile mill, married, had a daughter 
and did well until May, 1952, when he was hospital- 
ized elsewhere for anorexia, excessive thirst, fever, 
fatigue, weakness and vertigo. He was told that he 
had a pneumonitis and anemia and was given three 
blood transfusions, liver injections and iron by 
mouth. Slight improvement was noted and a diag- 
nosis of Mediterranean anemia and hemochroma- 
tosis was made. He returned to work and did well 
until November, 1953. Shortly after having a 
tooth extracted he developed shortness of breath, 
ankle edema, weakness palpitation and fever. One 
week later he was admitted to this hospital. 

Past history revealed that his mother had died at 
the age of forty-eight. The cause of death was un- 
known but it was believed that she had diabetes 
mellitus. His father is sixty-eight and is living and 
well. A pair of twin siblings died shortly after 
birth. His two brothers are living and well. 

On physical examination the patient appeared 
younger than stated age of thirty. He was thin and 
appeared acutely ill. The temperature was 103°F. ; 
P—130; R—26; B.P. 120/45. There was a gen- 
eralized slate-grey pigmentation of the skin, most 
marked below the eyes, on the forearms, posterior 
aspect of the fingers and lower legs. A few brown 
(pigmented ) lesions were noted on the lips and left 


continued on next page 
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buccal mucosa. Several small spider angiomata 
were found on the anterior chest and there were 
scattered petechiae on the right upper arm. A large 
cafe-au-lait spot was noted to the left of the um- 
bilicus. The cervical veins were distended and 
there were palpable thrills over both subclavian 
and carotid arteries with prominent pulsations 
noted in both arms. The pulse was of the water 
hammer type. Funduscopic examination revealed 
a large hemorrhagic area on the temporal side of 
the right fundus. The mucous membranes pre- 
sented a generalized pallor. The lymph nodes in 
the cervical, axillary and inguinal regions were en- 
larged, non-tender, soft, discrete and freely mov- 
able. Fine crepitant rales were heard at the bases 
of both lung fields posteriorly. The heart was en- 
larged almost to the anterior axillary line. On 
auscultation a loud systolic murmur was heard 
throughout the precordium. The abdomen was dis- 
tended and a well-healed scar was noted in the left 
upper quadrant. The liver was palpable 12 cm. 
below the right costal margin. Examination of the 
extremities revealed 2+ clubbing of the fingers and 
toes with 2+ ankle edema. There was a well-healed 
pigmented scar above and posterior to the right 
internal malleolus. Rectal examination revealed 
several external hemorrhoids and an anal fissure. 

Laboratory examination disclosed the red blood 
count to be 1,240,000 per cubic mm. ; 3.9 grams of 
hemoglobin; hematocrit was 13%; reticulocyte 
count 1.5% ; platelets numbered 104,000 per cubic 
mm. The white blood count was 28,000, of which 
there were 61% lymphocytes, 31% polymorpho- 
nuclears, 4% monocytes and 1% basophils. Ex- 
amination of a stained smear revealed many nu- 
cleated red blood cells and target cells, anisocytosis, 
poikilocytosis, polychromatophilia, Howell Jolly 
bodies and numerous young polymorphonuclear 
cells. The osmotic fragility test showed increased 
resistance to hypotonic saline, hemolysis beginning 
at 0.1% saline and complete in distilled water. The 
Coomb’s test and sickle cell preparation were nega- 
tive. Examination of the bone marrow revealed 
erythroid hyperplasia. Hemosiderin was found in 
the urine on one occasion. Urobilinogen was pres- 
ent in the urine in a 1:10 dilution. Fecal urobilino- 
gen revealed 48 Ehrlich units per 100 grams of 
feces. Blood chemistries were as follows: Fasting 
blood sugar was 107 mg% ; BUN was 17 mg%; 
total proteins 6.4 gm/100 cc. of which 4.0 gms% 
were albumin and 2.7 gms% were globulin. The 
total cholesterol was 140 mg% of which 57% were 
esters. The serum bilirubin was 1.9 mg% ; alka- 
line phosphatase 4 Bodansky Units; thymol tur- 
bidity 7 Units ; cephalin flocculation 3+ (48 hrs.) ; 
the prothrombin time was 59% and the BSP 
showed 5% retention of dye in 45 minutes. The 
serum uric acid was 3.4 mg% ; serum calcium 8.3 
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mg% ; inorganic phosphorus 4 mg%. The glucose 
tolerance test was as follows: Fasting—120 mg%, 
1 hour; 2 hours—230 mg% and 3 hours—140 
mg% with no glycosuria. The serum iron was 210 
micrograms% ; iron saturation 100%. The electro- 
cardiogram was normal. Roentgen examination of 
the chest showed a lacy network of increased den- 
sity throughout both lung fields with a trace of 
fluid at the right base and a heavier density along 
the right border of the cardiac shadow. The ap- 
pearance suggested minimal pneumonitis and con- 
gestive heart failure. Examination of the skeletal 
system disclosed diffuse bony changes involving 
both tubular and flat bones characteristic of Cool- 
ey’s anemia. A liver biopsy at another hospital was 
reported to have shown hemochromatosis with ex- 
tensive scarring and iron deposition. A Graham- 
Cole test revealed a poorly functioning gall bladder. 
Skin biopsy showed a thin layer of stratified squa- 
mous epithelium with abundant brown-pigmented 
granules in the basement layer of the stratified epi- 
thelium. This was consistent with increased deposi- 
tion of melanin. 


Course in the hospital 


On admission this man was acutely ill with se- 
vere anemia, pneumonitis and heart failure. Super- 
imposed bacterial endocarditis was also considered. 
Initial therapy. consisted of penicillin and four 
blood transfusions. The latter was given because it 
was thought that the congestive failure was secon- 
dary to the anemia. By the fifth hospital day he 
was afebrile and there was no further evidence of 
congestive failure. During convalescence efferves- 
cent sodium phosphate and dicalcium phosphate 
were given in any attempt to decrease the absorp- 
tion of iron from the gastro-intestinal tract. On 
one occasion he had a sudden onset of colicky pain 
and tenderness in the right upper quadrant with 
nausea and vomiting. By the following day these 
symptoms disappeared and no further attacks oc- 
curred. He was discharged on January 7, 1954, on 
phosphate therapy. He returned to work and ap- 
parently felt well. On March 2, 1954, he returned 
to the hospital acutely ill. He had suddenly devel- 
oped watery diarrhea associated with generalized 
abdominal and lower back pain, chilly sensations 
and fever. Physical examination revealed the pa- 
tient to be acutely ill with a temperature of 103°F.,, 
Pulse 150, B.P. 100/30. The positive findings were 
an enlarged heart, tachycardia, abdominal disten- 
tion and an enlarged liver. One hour after admis- 
sion the patient expired. A blood culture revealed 
E. coli. No autopsy was obtained. 


Discussion 
The diagnosis of Thalassemia Major was estab- 
lished by the Mediterranean ancestry, mongoloid 
facies, hepatomegaly, (spleen removed), severe 
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anemia with target cells and basophilic normoblasts 
in his peripheral blood, typical X-ray changes in 
his skeletal system and marked resistance of the 
red cells to hypotonic saline. The severity of the 
process placed the patient in the major rather than 
the minor form of Thalassemia. Biopsy of the 
liver elsewhere had confirmed the presence of 
hemochromatosis, and involvement of other organs 
was suggested by the abnormal glucose tolerance 
test, increased deposition of melanin in the skin 
and perhaps by impaired cardiac function. 


There seems no doubt that the development of 
hemochromatosis in this patient was related to 
long-standing increased absorption of iron from 
the gastro-intestinal tract. The six transfusions 
given him prior to its recognition would account for 
only about 1.2 grams of iron, and it is known that 
the liver alone in hemochromatosis contains 20 or 
more grams. 


Studies of iron metabolism indicate that, since 
there is no means of excretion of iron from the 
body (except hemorrhage), a mechanism for con- 
trol of iron absorption must exist which can be 
altered in the presence of changing need. This 
regulatory mechanism resides in the mucosal cells 
of the duodenum according to the theory of Hahn* 
and Granick.5* They postulate that a protein, apo- 
ferritin, present in the intestinal mucosa is con- 
verted to ferritin by the addition of iron. This pro- 
tein iron complex in some way blocks further ab- 
sorption until the iron is in turn transferred across 
the mucosal cell barrier into the blood stream. 
Thus, although the average daily diet contains ap- 
proximately 10 mg. of iron, only 1-2 mg. is ab- 
sorbed. When an iron deficient anemia exists, the 
rate of absorption by the mucosal cells is increased 
two to ten times. More pertinent to the case at 
hand is the knowledge that an anemia need not be 
iron deficient to promote an increased rate of iron 
absorption.‘ As has been pointed out, in many 
forms of chronic anemia the body tissues may con- 
tain excess amounts of iron.!® Under these circum- 
stances anoxemia of the mucosal cells may be the 
stimulus which alters the rate of iron absorption.1® 
This is speculative and pathways through which it 
may operate are unknown at this time. Neverthe- 
less, the fact that chronic anemia promotes an in- 
creased rate of iron absorption is highly significant 
for, unless the absorbed iron is then utilized in the 
production of hemoglobin, it will be deposited in 
the body tissues leading to hemosiderosis and may, 
if continued, ultimately result in the altered mor- 
phology and function seen in hemochromatosis. 
Such a disturbance has been demonstrated in sev- 
eral types of chronic anemia such as sickle cell 
anemia,1? pernicious anemia in relapse,!® hereditary 
hypochromic anemia,” hypoplastic refractory ane- 
mia,’ chronic acquired hemolytic anemia! and 
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Thalassemia Major.’ Because the iron from hemo- 
globin breakdown is re-utilized in the production of 
new hemoglobin, there is no need for additional 
iron absorption in those anemias in which the life 
span of the erythrocyte is shortened. Where there 
is a defect in marrow erythropoiesis, iron utiliza- 
tion is also decreased. The hematologic defect in 
the types of anemia mentioned above fall into one 
or the other or both of these categories. 

In the case herein reported, the reduced iron 
utilization due to faulty hemoglobin synthesis 
coupled with an increase in iron absorption over a 
period of years led to the demonstrated conse- 
quence of hemochromatosis. The possible harm 
that oral iron therapy or introduction of additional 
iron in the form of excessive numbers of transfu- 
sions may have in such a situation is apparent. 
How serious a consequence this may be in milder 
forms of Thalassemia is not yet known. However, 
because of the widespread occurrence of Thalasse- 
mia in certain geographic areas” and the similarity 
of the peripheral blood to iron deficiency anemia, 
it may be that many unrecognized cases have and 
are receiving prolonged iron therapy. Study of 
iron deposition is indicated perhaps by needle bi- 
opsy of the liver. 


SUMMARY 


1. A case of long standing Cooley’s anemia, in 
whom hemochromatosis developed, is hereby pre- 
sented. 

2. The development of hemochromatosis in 
this case is considered another example of the in- 
fluence of chronic anemia upon the regulation of 
iron absorption in the body. 

3. The desirability of accurate diagnosis in pa- 
tients with anemia and avoidance of prolonged iron 
therapy in cases not responding to its use seems 
worthy of further emphasis. 
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SCHOLASTIC ATHLETICS — NIGHT OR DAY? 


bata the past two months the question of 
secondary school athletic contests being 
played at night or in the daytime has come up for 
discussion, mainly because of attacks on students 
leaving night football games, and because of the 
proposal to withdraw basketball competitions from 
a public arena in a neighboring city. Before we 
venture any opinions on the health issues involved, 
some comment appears justified as to why the situa- 
tion has reached its present stage. 

In 1941 the Providence public schools ruled 
against night competition in any sports, stating that 
the afternoon is the best time for play and recrea- 
tion, and that evening games result in late hours 
for both the athletic teams and spectators, interfere 
with the pupils’ school work, and tend to take on 
a professional atmosphere. 

On that occasion the officers of the Providence 
school department, and the principals of the four 
large senior high schools, subscribed unanimously 
to a daytime athletic policy, but out of respect for 
the then Interscholastic League they accepted for 
that season (1941) a revised basketball schedule 
limited to fourteen games with not more than five 
evening games on Fridays. 


What happened to these policies regarding 
scholastic athletics? Is the blame for failure to 
adhere to them placed on the suburban schools and 
others in the state competing with the Providence 
schools who objected strenuously on the grounds 
that they wanted their games at night? If so, we 
fail to see how it was ever justified. From a prac- 
tical standpoint, if the Providence group was fully 
convinced of the merit of their stand they should 
have refused in the following years to play night 
games, and the problem would have been resolved. 

But we suspect that under the excuses of making 
it possible for working parents to see their children 
in competition, of lessening the school time lost 
through athletic games, of avoiding conflict with 
Saturday college games, of having a lighted area 
that could be used for other activities of educa- 
tional value, night contests, particularly football, 
were encouraged. Even staid educators now admit 
that the increased gate receipts are really the main 
reason for eliminating daytime competitions, ex- 
cept for so-called minor sports. The latest action 
of the Providence school authorities in ruling out 
night football contests for 1955 is a step in the 
right direction. 
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EDITORIALS 


We will not belabor the point that the good in- 
tentions of 1941 that were not continued have 
brought our communities face to face with the 
unpleasant situations of 1954. We would make this 
point, however,-—as long as athletics are not made 
a part of education and supported as a part of 
education, the financial implications of night games 
will be ever present. The question, then, appears to 
be whether our school system will restore athletic 
competitions to their proper place in the educational 
pattern, demanding their financial support as part 
of education, or whether they will continue to yield 
to pressure from adults whose motives are colored 
by pecuniary and personal interests. 

As regards the health factors involved there is 
little information and scientific investigation avail- 
able that we have discovered regarding the physical 
fatigue resulting from competition in sports at 
night. Some authorities point to the track, swim- 
ming, and other records established in night-time 
competition, and their claim is that the athlete can 
readily adjust himself, with proper training, to 
perform at night equally as well as in daylight. 
This type of reasoning could probably be contested 
pro and con endlessly without affording any con- 
clusive proof one way or the other. 

In 1941 when the Providence School Committee 
announced its decision some research was done by 
the Providence Medical Association on the ques- 
tion of physical fatigue resulting from competition 
in sports at night, and opinions of various medical 
and health authorities were sought. In the main, 
they were in agreement that there was no objective 
evidence at that time that physiologically the after- 
noon is the best time for the greatest sports effort. 
The general conclusion was that the athlete under 
proper guidance and training may compete as safely 
to himself and others at night as in the day. 

But the health problem at stake goes far beyond 
the competitive athlete, and beyond the physical 
effect of night or daytime athletic games. Little has 
been said of the mental outlook of the schoolboy 
athlete who is glorified by a liberal sports press, 
pampered by a hero-worshipping following, and 
flattered by college alumni seeking his future en- 
rollment at their college. And allied to the issue is 
the problem of the student audience that takes boys 
and girls out of their homes at night until late 
hours, with the traffic hazards of today, and a 
possibility of moral hazards as revealed in the 
recent report on conduct at the Boston tournament 
basketball games, looming in the background. 

The spectator at the high school athletic contest 
is the real issue in the night versus daytime game. 
Surveys have indicated that members of the com- 
munity who are not students are the primary causes 
of spectator problems, but the placing of blame on 
non-stiidents does not depreciate the influence that 
group actions can effect. 
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Reporting on spectator problems in secondary 
school athletics based on questionnaires sent to 
high school principals, physical education teachers, 
and athletic officials, Richard Calisch, writing last 
month in the RESEARCH QUARTERLY published by 
the American Association for Health, Physical 
Education and Recreation, concludes that 

“Spectator behavior problems have arisen in 
secondary schools of the United States to the’ 
extent that education for their alleviation is 
recommended. The most prevalent spectator 
problem is excessive booing of referees or par- 
ticular players. This is followed in order by: 
spectators bringing liquor to games; fights 
among spectators at games; vandalism; throw- 
ing of articles onto the playing area; gambling ; 
riots in school or community before or after 
games;...” 

Our conclusion is not that all night games are 
“bad” and all day games are “good.” We cannot 
help feeling, however, that the mental health of 
both the competitor and his fellow students watch- 
ing the athletic contest would be far better if 
secondary school competitions were held in day- 
light rather than at night. There is unquestionably 
far less chance in daytime for immoral conduct on 
the part of students going to or from games. Van- 
dalism would undoubtedly be at a minimum. The 
normal home pattern would suffer less disruption, 
particularly as regards the evening meal, and reg- 
ular hours of sleep. And in this day of increasing 
traffic hazards transportation to and from games 
played at a distance from one school would be 
effected with greater safety. 


MEDICAL MEETINGS 


A distinguished educator not of, but rather 
closely connected with, the medical profession, told 
us the other day that it was our duty to write an 
editorial apropos of a recent medical meeting in 
this city. Several distinguished men from distant 
points had come here to help educate us. They were 
friends of his and they unbosomed themselves to 
him as they did not do to us. 

Although their expenses were paid, it had un- 
doubtedly cost some of them a lot of money to come 
here, but we do not think that that was what aggra- 
vated them the most. The thing that they had spent 
and did not like spending was their valuable time, 
and they found themselves addressing their valu- 
able remarks to a small group scattered over a 
large meeting hall. That is discouraging always to 
any speaker. If his listeners would only come down 
front it would help a little bit, but, that cannot be 
done. They all remember the admonition, “Come 
early and get a back seat.” 

Of course, they did not mention what we know, 


that the group that were there were the old reli- 
continued on next page 
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ables, people who did not need this meeting very 
much. The group that did need it were, possibly a 
few of them in their offices, probably many more 
of them on the golf course or enjoying the “sport 
of kings,” which, if you don’t know your refer- 
ences, means leaving your money at the race track. 
It often seems a rather hopeless situation, and it 
may well be that we have too many meetings. None 
of us can go to all of them, but, discouraging as it is, 
we do not feel that many of the meetings ought to 
be eliminated. Perhaps we do not advertise our 
meetings in a big enough way; there is a mighty 
power in advertising, and enough ballyhoo will 
probably bring in our delinquent members. 

One thing that every meeting should do is to 
furnish “eats.” Reference to the meetings of the 
Providence Medical Association will show that for 
a good part of a century anyway, the minutes of 
each meeting have ended “collation was served.” 
We think that in the announcement of every meet- 
ing should be the words, “to be followed by colla- 
tion.” Now this is not as foolish as it may seem. 
The collation is a valuable part of every meeting. 
Men get to know each other there; undoubtedly 
some of them discuss what they have just heard at 
the meeting. If they do not do that, they have other 
problems which they like to air. A fellow can pick 
up a good deal at such meetings as these. 

Now we ought not to be spending our time urg- 
ing our members to do what is the best thing for 
them, but humanity is weak and careless, and once 
again we put in our plea to a large proportion of 
our members to get more out of their medical asso- 
ciations than they now do. 


WHERE ARE YOU? 


When the Medical Bureau of the Providence 
Medical Association completed its fifth year last 
September first, it rightfully could say that it has 
compiled one of the finest records of any organiza- 
tion of its kind in the nation. Through its service 
the bureau has not only handled the telephone prob- 
lems of some 300 physicians, but it has also ac- 
cepted thousands of calls from the public for a 
physician for emergency care. 

Keeping track of the physicians who subscribe 
to the bureau is a terrific task, especially when a 
physician adds to the problem by failing to sign out 
regularly so that the bureau may keep in contact 
with him. In fairness to the patient, to his own 
practice, and to the profession the physician should 
always notify the bureau of his whereabouts, and 
if he will not be available for a prolonged period 
he should be certain to sign out, with instructions 
regarding a specific alternate to take care of either 
routine or emergency calls for him. 

Any member of the society who has not taken 
the time to visit the bureau office in the basement of 
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the Medical Library building has missed one o/ the 
finest examples of professional service available 
anywhere. The Providence organization is reported 
to be one of the best operated in the East, and after 
watching the operators handle the unending volume 
of calls during any working day we consider the 
report well founded. 
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PROGRESS IN NURSING 


The celebration last month of National Nurse 
Week, and the theme for the occasion in Rhode 
Island being “Progress in Nursing Means Better 
Health Care for Rhode Island” prompts this com- 
ment on the nursing situation. 

According to figures released recently by the 
Surgeon General of the United States Public 
Health Service, nearly 400,000 nurses are now 
working in the nation. This figure represents an 
increase of 16,000 since 1950, and the breakdown 
statistically offers some interesting data on the em- 
ployment of nurse personnel. Hospital nursing, as 
would be expected, claims the largest group, an 
estimated 231,000, up 15% in four years. Next 
comes private duty nursing, numbering 74,000, 
then totals as follows: 35,200 nurses working in 
doctors’ offices, 25,300 in public health, 14,000 in 
industry, and 8,200 as educators in schools of 
nursing. 

In spite of the fact that the ratio of all-nursing 
personnel, including student nurses in general hos- 
pitals, has risen from 69 per 100 patients to 74 
per 100 patients since 1950, the demand for services 
is so great the present recruitment goal for the 
nation as a whole is 55,000 student nurses a year. 

In publicly commending the daily contributions 
of the nurses of Rhode Island to the health and 
welfare of the families in this state, Doctor Henri 
E. Gauthier, president of the society, stated 

“... We know that if our public health nurses 

are to reach every corner of our state, if our 

hospitals are to be adequately staffed to meet the 
demands of the future, and if the overall nursing 
needs of the people are to be met, we must havea 
continuous expansion of our training programs. 

More young people must be attracted to the 

profession to meet the needs of the future...” 

As physicians we, of all people, should be active 
in encouraging young women to enter the field of 
nursing which offers today a wide variety of ex- 
cellent opportunities in the field of public health, 
hospitals, industry and private practice. 


THE CONGRESSIONAL ELECTION 


It is hardly a time to speculate on what will hap- 
pen at the next session of the Congress, but the 
recent elections will result in many changes in 
personnel in charge of key committees, and ut 


doubtedly many new members being selected for 
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Vallestril insures 
maximal estrogenic 
potency with 
minimal activity on 
the endometrium 
and thus singular 
freedom from 
withdrawal bleeding. 


Unique “Target Action” of Vallestril® 


Vartestril has been found to exert its selective 
“target action” on the vaginal mucosa. Con- 
versely the effect on the uterus or endome- 
trium is negligible. 

In pharmacologic studies, using the Allen- 
Doisy technic, Vallestril was found to be more 
active than estradiol and twice as potent as 
estrone on the vaginal mucosa. On the other 
hand, using the Rubin technic, Vallestril was 
found to have only one-tenth the activity of 
estrone on the uterus, a suggested explanation of 
its low incidence of withdrawal bleeding. 

In clinical evaluation, covering a period of two 
and one-half years, Vallestril was found* to be 
“an effective synthetic estrogen . . . singularly 
free from toxic effects and complications, espe- 
cially uterine bleeding. ... The beneficial effect 
of the medication appeared within three or four 


days in most menopausal patients... . failure to 
encounter withdrawal bleeding in any patient 
was most gratifying. ...” 

Such unwanted reactions as nausea, mastalgia 
and edema also occur less frequently with 
Vallestril. 

Vallestril is preferentially indicated whenever 
estrogens are of value: The menopausal syn- 
drome; pain of postmenopausal osteoporosis ; 
pain of osseous metastases of prostatic cancer. 

Dosage: Menopause—3 mg. (1 tablet) two or 
three times daily for two or three weeks, followed 
by 3 or 6 mg. daily for one month. Supplied 
only in scored tablets of 3 mg. G. D. Searle & 
Co., Research in the Service of Medicine. 


*Sturnick, M. I., and Gargill, S. L.: New England J, 
Med. 247:829 (Nov. 27) 1952. 
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THE CONGRESSIONAL ELECTION 
concluded from page 622 


new assignments. Of particular interest to Rhode 
Islanders is the fact that Congressman John E. 
Fogarty, from our second district, is in line to take 
over the important Health, Education and Welfare 
—Labor Appropriations sub-committee chairman- 
ship. The defeat of Congressman Fred Busbey of 
Illinois, chairman presently, paves the way for 
Mr. Fogarty who has led the battle in Congress in 
recent years for increasing funds for a number of 
health programs. 

Four of the five physician members were re- 
elected—Drs. Ivor D. Fenton (R) of Pennsyl- 
vania, Thomas E. Morgan (D) of Pennsylvania, 
A. L. Miller (R) of Nebraska, and Walter H. 
Judd (R) of Minnesota. Defeated in his bid for 
re-election was Dr. Will Neal (R) of West Vir- 
ginia. 

In addition to Mr. Fogarty’s promotion, two 
other important committees are slated to have new 
leaders. The House Interstate and Foreign Com- 
merce Committee will have J. Percy Priest of 
Tennessee replacing Charles Wolverton of New 
Jersey. This committee handles most medical legis- 
lation, and Mr. Priest moves up to the chairman- 
ship because former chairman Democratic Robert 
Crosser has retired from Congress. 

The Senate Labor and Welfare Committee will 
be presided over by Senator Lister Hill, of Ala- 
bama, replacing H. Alexander Smith of New Jer- 
sey. Senator James E. Murray, chairman of the 
committee in the 82d Congress, again would be 
entitled to the post, but he is reported to be in line 
for chairmanship of the Interior and Insular Af- 
fairs committee. Senator Hill has been interested 
in health legislation, and he was a co-sponsor of the 
Hill-Burton hospital construction legislation passed 
in 1946, 

President Eisenhower has said repeatedly that 
he would introduce another reinsurance bill, pos- 
sibly amended, but whether he will be as insistent 
in this matter after the experience of the present 
year when the legislation was roundly condemned 
by the Congress and defeated due in great measure 
to Democratic action. 

With both political parties setting their sights for 
the 1956 presidential campaign we may be certain 
that the sessions of the new Congress will be busy 
and undoubtedly controversial ones. 


MEDICAL TREATMENT OF DEGENERATIVE 
ARTHRITIS OF THE HIP JOINT 


concluded from page 610 
consistent effect of medical treatment on the prog- 
ress of the disease.* 
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A certain number of patients will ultimately 
come to reconstructive surgery. Success of any 
arthroplasty depends in large part on adequate 
muscle strength for proper breaking in of the re- 
built joint. Thus continued pre-operative ambula- 
tion is invaluable. The muscles of a bed-ridden 
patient may atrophy to an extent that contra- 
indicates any surgery. 

It is obvious that ideal medical management is 
yet to be obtained. We lack specific means to ar- 
rest the actual degenerative process. Weight re- 
duction, and physiotherapy may lessen disability, 
Our primary aim in treatment of this disease is 
long term relief of pain. 

Our experience has shown in this group that 
parenteral testosterone relieved pain in 99% of the 
patients tried on this therapy. Phenylbutazone was 
effective but we do not believe that its side effects 
justify its use for long periods of treatment such 
as are necessary in arthritis of the hip joint. 


SUMMARY 


In a series of thirty-four patients the clinical 
results of long-term medical management on the 
pain and stiffness due to osteoarthritis of the hip 
joint are reviewed. No improvement was noted in 
actual joint range of motion or X-ray pictures in 
any patient under any medical form of treatment. 

The only symptom of the disease benefited by 
medication was pain. In our experience parenteral 
testosterone propionate was most effective. 


BIBLIOGRAPHY 
1Primer on the Rheumatic Diseases: J.A.M.A., 152;323, 
May 23, 1953 
2Osteo-arthritis of the Hip Joint: H. Warren Crowe, 
M.D., B.Ch., (oxon.), L.R.C.P. (Lond.), page 30, printed 
in England by George Pulman and Sons, Ltd. 
3Saaf.: Effects of Exercises on Adult Articular Cartilage, 
Acta Orthopedica Scandinav., Supp. 7, p. 1, 1950 
4Fletcher, E.: Osteoarthritis and its Treatment, Brit. J. 
Phys. Med. 11:135 (Sept., Oct.) 1948 
; The testosterone preparations used were Oreton (in- 
jectable), Oretone (tablets) and Methostan (tablets) sup- 
plied by Schering Corp., Bloomfield, N. J. 


LOUIS E. BAKER 
Registered Physical Therapist 


Graduate of Medical College of Virginia School 
of Physical Therapy 

Employed in the department of Physical Medicine 
and Rehabilitation in a Providence hospital 
Desires referrals for evening and weekend appoint- 
ments in patients’ homes 

Several years’ experience in the home treatment of 
Neurological, Orthopedic, and General Medical 
patients 


173 Cypress St., Providence, R. I. 
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PARK VIEW 
NURSING HOME 


(Formerly the Old Miriam Hospital ) 


COMPLETELY MODERNIZED AND EQUIPPED FOR 
THE CARE OF THE AGED, CHRONICALLY ILL, 
CONVALESCENT, AND POST-OPERATIVE PATIENTS. 


A solid brick, fire-safe building centrally located. 


24-hour registered Nursing Service. 
Inspection by the Profession invited. 


31 Parade Street ELmhurst 1-2600 
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HOUSE OF DELEGATES 
of the 
RHODE ISLAND MEDICAL SOCIETY 


Report of Meeting, September 27, 1954 


MEETING of the House of Delegates of the 

Rhode Island Medical Society was held at the 
Medical Library, Monday, September 27, 1954. 
The meeting was called to order by the president, 
Dr. Henri E. Gauthier, at 8 p.m. 

The following delegates were in attendance: 

KENT COUNTY: Russell P. Hager, M.D. 
NEWPORT COUNTY: Henry W. Brownell, 
M.D. PAWTUCKET DISTRICT: Francis E. 
Hanley, M.D.; Adrien G. Tetreault, M.D.; Henry 
E. Turner, M.D.; Howard W. Umstead, M.D. 
WOONSOCKET DISTRICT: Alfred E. King, 
M.D.; Francis P. Vose, M.D. OFFICERS OF 
THE RIMS (other than delegates): Henri E. 
Gauthier, M.D.; John G. Walsh, M.D.; Frank B. 
Cutts, M.D.; Thomas Perry, Jr.. M.D. RETIR- 
ING PRESIDENT OF RIMS: Earl F. Kelly, 
M.D. DELEGATE to the A.M.A. (without 
vote), Charles L. Farrell, M.D. PROVIDENCE 
MEDICAL ASSOCIATION: Charles J. Ash- 
worth, M.D.; Robert R. Baldridge, M.D.; Irving 
A. Beck, M.D.; Alex M. Burgess, Jr., M.D.; 
Frederic J. Burns, M.D.; Wilfred I. Carney, 
M.D.; Francis H. Chaffee, M.D.; William B. 
Cohen, M.D.; John A. Dillon, M.D. ; William J. H. 
Fischer, Jr., M.D.; J. Merrill Gibson, M.D.; John 
C. Ham, M.D.; Hannibal Hamlin, M.D.; Albert 
H. Jackvony, M.D.; Ernest K. Landsteiner, M.D. ; 
Robert G. Murphy, M.D.; William S. Nerone, 
M.D.; Arnold Porter, M.D.; Alfred L. Potter, 
M.D.; Louis A. Sage, M.D.; William J. Schwab, 
M.D.; George W. Waterman, M.D., and Vincent 
Zecchino, M.D. 

Also present were Dr. Walter E. Campbell, 
chairman of the Committee on Mental Health; 
Dr. Francis B. Sargent, chairman of the Commit- 
tee on Group Liability Insurance; and John E. 
Farrell, Sc.D., Executive Secretary. 


MINUTES OF THE PREVIOUS MEETING 


The secretary called attention to the distribution 
to the delegates of the minutes of the meeting of 
the House of Delegates in April and the subsequent 
printing of them in the Ruope IsLanp MEDICAL 
Journat. The president asked if there were any 
corrections or additions. 


Action—There being no corrections or additions 
it was moved that the minutes of the previous meet- 
ing be approved as published. The motion was | 
seconded and adopted. a 


REPORT OF THE SECRETARY 


Dr. Thomas Perry, Jr., secretary, reported as 

follows: 

Since the April meeting of the House of Dele- 

gates the Council has taken the following actions: 

1. The president was authorized to appoint an 
official committee on school health. 

2. Dr. Walter C. Campbell, chairman of the so- 
ciety’s Committee on Mental Health, was 
named the official delegate from Rhode Island 
to a national conference on mental health at 
Chicago under the auspices of the American 
Medical Association. 

. The president was authorized to name an 
Advisory Committee to the Woman’s Aux- 
iliary. 

. The action of the secretary and the executive 
secretary of the society in presenting the so- 
ciety’s views on national legislation during 
the summer months to the Rhode Island mem- 
bers in Congress was approved. 

. The chairman of the Committee on Industrial 
Health was named the society’s official dele- 
gate to the Annual Congress on Industrial 
Health to be held in Washington, D.C., under 
the auspices of the American Medical Asso- 
ciation. 

. Membership of the society in the Council of 
the New England State Medical Societies 
and in the “Aces and Deuces,” an organiza 
tion of states with one or two delegates to the 
American Medical Association meetings, was 
approved. 

. The president was empowered to name 4 
committee to submit a candidate for the na- 
tional award presented annually to the phys'- 
cian who has made the greatest contribution 
to the employment of the handicapped. 

. A proposal for the Rhode Island Joint Con~ 


mission for the improvement of the care 0 
continued on page 628 
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For well-tolerated 
therapy of such common 
infections as: 


Pneumococcal infections, 
including pneumonia, with 

or without bacteremia; 
streptococcal infections, 
with or without bacteremia, 
including follicular 

tonsillitis, septic sore 
throat, scarlet fever, 
pharyngitis, cellulitis, 

urinary tract infections 

due to susceptible organisms, 
and meningitis; many 
staphylococcal infections, 
with or without bacteremia, 
including furunculosis, 
septicemia, abscesses, impetigo, 
acute otitis media, 
ophthalmic infections, 
susceptible urinary tract 
infections, bronchopulmonary 
infections, acute bronchitis, 
pharyngitis, laryngotracheitis, 
tracheobronchitis, sinusitis, 
tonsillitis, otitis media, 

and osteomyelitis; 

Certain mixed bacterial 
infections; soft tissue 
infections due to 

susceptible organisms. 


Brand of tetracycline 


is now available on prescription from 
Laboratories, pivision, chas. Pfizer & Co., Inc. 
world’s largest producer of antibiotics, 
discoverers of oxytetracycline and 

the first to describe the structure of 
tetracycline, nucleus of modern 


broad-spectrum antibiotic therapy. 


Tetracyn is supplied as Capsules, 


Tablets, Oral Suspension (chocolate 
flavored), Pediatric Drops (banana 
flavored), Intravenous, Intramuscular, 
Ophthalmic Ointment, and Ointment 
(topical). 


WTRADEMARK 


Phi ET") PFIZER LABORATORIES, Brooklyn 6, N. Y. 
we Division, Chas. Pfizer & Co., Inc. 
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HOUSE OF DELEGATES 
continued from page 626 
the patient was referred to the Committee on 
Hospitals and Professional Relations for 
consideration. 

. A recommendation from the Committee on 
Diabetes was approved that the executive of- 
fice be authorized personally to contact the 
physicians to whom the positive case reports 
were referred by the Committee in order that 
a truer evaluation of the Detection Drive be 
had. 

10. The report of the treasurer, including a pro- 
posed budget for 1955, was approved. 
Action—It was moved that the report of the sec- 
retary be approved. The motion was seconded and 
adopted. 


Recommendations of the Council 


The secretary reported that the council pre- 
sented the following recommendations : 

1. The council recommends to the House of Dele- 
gates the nomination of Dr. Charles J. Ash- 
worth of Providence to be the Society’s dele- 
gate, for the years 1955 and 1956, to the House 
of Delegates of the American Medical Associa- 
tion, and Dr. Arthur E. Hardy of Edgewood, 


to be the alternate delegate for the same period 
of time. 
The president asked if there were any counter- 


nominations. None were offered. 

Action—It was moved that the recommendation 
of the council be adopted. The motion was sec- 
onded and carried. 


* 


2. The council recommends to the House of Dele- 
gates that the annual dues for all active members 
in good standing be $50 in 1955, and for mem- 
bers in their first year of practice, $25. 

Dr. Gauthier called to the attention of the House 
the summary of the special report of the sub- 
committee of the council that had reviewed the 
society's financial structure. He pointed out that 
the net operating loss for the four years, 1950 
through 1953 was $445, and that the Library build- 
ing is in need of repair, the cost for which is 
prohibitive because of the limited annual receipts. 

Action—It was moved that the recommendation 
of the Council be adopted as proposed. The motion 
was seconded and carried. 

3. The council recommends to the House of Dele- 
gates that the By-Laws, as amended, be further 
amended as follows: 

Section 7, Article III, entitled ‘Dues,’ be 

amended as regards the second paragraph as 

follows : 
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“Fellows having attained the age of seventy (70) 

shall, if they so request, be exempt from pay- 
ment of dues.” 

Action—It was moved that the recommendation 
be approved for submission to the membershi)) at 
the next general meeting of the society. The imo- 
tion was seconded and adopted. 


Report of the Treasurer 


Dr. John A. Dillon, treasurer, reported on the 
proposed budget of the society for the fiscal year 
1955, listing anticipated receipts of $35,270, based 
on current dues, and anticipated expenditures of 
$33,990. He also reported that the Library build- 
ing had sustained damages as a result of the hurri- 
canes and that some expenditures could be antici- 
pated if the insurance coverage did not completely 
defray the expenses of repairs. 

Action—It was moved that the report of the 
Treasurer, including the proposed budget for 1955, 
be approved. The motion was seconded and 
adopted. 


Communications 

The secretary reported the following communi- 
cations : 

1. A letter had been received from Dr. Jeannette 
E. Vidal expressing her appreciation to the House 
of Delegates for the resolution adopted at the April 
meeting honoring her. 

Action—The communication was placed on file. 

2. A request from the headquarters of the First 
Naval District asking for approval by the Society 
of the sending of a questionnaire to the physicians 
in Rhode Island making inquiry regarding regular 
or part-time appointment of civilian physicians to 
replace naval medical officers in naval yards, am- 
munition depots, supply centers, air stations and 
other industrial shipping establishments. 

The communication was discussed by members 
of the House. 

Action—It was moved that the House approve 
the sending of the proposed questionnaire to the 
members of the society, and it was also moved that 
the questionnaire should be sent out by the head- 
quarters office of the First Naval District. The 
motion was seconded and adopted. 

It was suggested by members of the House that 
the secretary of the society request the commandant 
of the First Naval District to submit a report of 
the survey resulting from the questionnaire to the 
society. 

3. A communication from the governor's office 
relative to the appointment of physicians to the 
medical advisory committee to the Labor Depart 
ment and the Workmen’s Compensation Com 


mission was read. 
. continued on page 630 
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still the antibiotic of first 
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REINFORCED BY 
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to increase antibacterial 
range and reduce resistance... 


Three strengths: 
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Sulfamethazine. . . . 0.167 Gm. 
Supplied: 


Scored tablets in bottles of 50. 
Biosulfa 125M also available 
in bottles of 500. 
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HOUSE OF DELEGATES 
continued from page 628 

The secretary reviewed the action of the House 
taken in April, which resulted in the submission of 
the names of ten physicians to the governor. There 
was general discussion of the entire problem. 

Action—It was moved that the president be 
authorized to consult with the governor and make 
known to him the society’s views on possible ap- 
pointments to the Medical Advisory Committee 
established under the new Workmen’s Compensa- 
tion Law. The motion was seconded and adopted. 


Group Liability Insurance 

Dr. Francis B. Sargent, chairman of the Group 
Liability Insurance Committee, submitted in 
mimeographed form to each member of the House 
a comparative résumé of the three proposals sub- 
mitted to his Committee and studied by it. (Copy 
of this résumé is made part of the official minutes 
of the meeting. ) 

Dr. Sargent discussed the proposals in detail, 
and there was general discussion by the members 
of the House. 

Action—It was moved that the Group Liability 
Insurance Committee continue negotiations with 
the Lumbermen’s Mutual Insurance Company, 
with advice from reliable insurance authorities, in 
an effort to effect the best possible agreement for 
the membership of the Society ; and provided fur- 
ther that if the proposal of the Lumbermen’s Mu- 
tual Insurance Company is not satisfactory the 
committee shall negotiate with the other companies 
making proposals. The motion was seconded and 
adopted. 


Report of the Cancer Committee 

Dr. George W. Waterman, chairman of the Can- 
cer Committee, reported on the program for the 
Annual Cancer Conference to be held October 13. 

He also reported on the communications sent out 
by the Cancer Society to every physician relative 
to listing for cancer detection examinations in the 
doctor’s office. 

Action—It was moved that the report of the 
Cancer Committee be received and approved. The 
motion was seconded and adopted. 


Committee on Mental Health 

Dr. Walter E. Campbell, chairman of the Com- 
mittee on Mental Health, reported to the House on 
the National Conference on Mental Health held in 
Chicago September 17 and 18, which he attended 
as the official delegate for the society. He reported 
that the conference sought to promote an integra 
tion between the psychiatrist and the physician in 
general practice in resolving the problems of met- 
tal health. He stated that two significant recom 
mendations at the conference were: (1) That state 
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and county mental health committees should not be 
composed entirely of psychiatrists but should in- 
clude physicians from the various specialties and 
general practice; and (2) that the mental health 
committee of the auxiliary could be utilized, as it 
has in many states, to help with kindergarten and 
primary grade children where the parents are 
working, and also to aid teachers in any way pos- 
sible. 

Dr. Campbell also reported that at the April 
meeting of the House of Delegates his committee 
was authorized to study the Medical Practice Act 
relative to proposed amendments concerning men- 
tal health. He stated that the committee had met 
with the legal counsel of the society, and with 
clinical psychologists in Rhode Island, and after 
study of the statutes had found that both the pro- 
fession and the public are fairly well protected in 
Rhode Island under the present laws. Therefore 
it is not necessary at this time to propose any 


changes. 


Action—It was moved that the report of the 
Committee on Mental Health be received and 
placed on file. The motion was seconded and 
adopted. 


Committee on Arrangements 

Dr. Earl F. Kelly, chairman of the Committee 
on Arrangements, reported that the Interim Meet- 
ing would be held October 27 at the Pawtucket Golf 
Club. He presented the program for the scientific 
session. 

Action—It was moved that the report of the 
committee be received and placed on file. The 
motion was seconded and adopted. 


Delegate to the A.M.A. 

Dr. Charles L. Farrell, Delegate to the A.M.A., 
reported briefly on the study of osteopathy he had 
prepared and submitted to the House of Delegates 
of the American Medical Association. 


Adjournment 

Dr. Thomas Perry, Jr., called to the attention of 
the House of Delegates that Dr. Charles L. Farrell 
had rendered distinguished service to the society 
during his terms as its delegate to the House of 
Delegates of the American Medical Association, 
and he noved that the House adjourn with a rising 
vote of thanks to Dr. Farrell. The motion was 
unanimously adopted by a rising vote. 


The Ifouse adjourned at 9:45 p.m. 


Respectfully submitted, 
Tuomas Perry, JR., M.D., Secretary 
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DISTRICT MEDICAL SOCIETY MEETINGS 


PAWTUCKET MEDICAL ASSOCIATION 

A regular meeting of the Pawtucket Medical 
Association was held September 17, 1954 at the 
Lindsey Tavern. Thirty-three members were 
present. 

The minutes of the June meeting were read 
and accepted. 

The following communications were read : 

1) A letter from Dr. Ambrose G. Barry request- 
ing transfer to inactive status pending comple- 
tion of his training in tuberculosis at the Vet- 
erans Hospital in Sunmount, N. Y. 

2) A letter from the American Association of 
Physicians and Surgeons requesting that we 
again give $25 to their Freedom Programs. 

Immediately following dinner, Dr. Woodcome 
introduced our guest, Congressman Aime J. For- 
and, who elected to dispense with speechmaking in 
order to answer questions from the floor. To make 
the discussions as free and frank as possible it was 
agreed to keep all remarks “off the record.” A 
lively one-hour discussion followed during which 
we covered many controversial topics, including 
medical care of veterans, social security for doctors, 
“creeping socialism” and other similar items. Mr. 
Forand was candid and straightforward. He made 
a rather favorable impression upon the members in 
spite of the fact that we did not always coincide 
with his views. 

Because of the lateness of the hour, it was de- 
cided to put off business matters until the next 
meeting. 

The applications of Doctors E. Klufas, O. Sta- 
pans and W. Roberts were read and referred to the 
Standing Committee. 

The application of Dr. Paul Metcalf for asso- 
ciate membership was approved unanimously on a 
written ballot. 

The meeting was adjourned at 10:20 p.m. 

Respectfully submitted, 
Puiip J. LAPPIN, M.D., Secretary 


PROVIDENCE MEDICAL ASSOCIATION 

A regular meeting of the Providence Medical 
Association was held at the Medical Library on 
Monday, October 4, 1954. The meeting was called 
to order by the president, William J. O’Connell, 
M.D., at 8:30 p.m. 


Minutes of Previous Meeting 
The president announced that the minutes of the 
April meeting had been published in the Ruope 
IsLAND MeEpIcAL JOURNAL and unless there was a 
correction or addition it be noted at this time that 
the minutes would stand as approved. 


Report of the Executive Committee 

Dr. Michael DiMaio, secretary, reported for the 
Executive Committee as follows: 

1. Since the previous meeting of the association, 
the Executive Committee has received and re- 
viewed applications for membership, and it has 
also granted a leave of absence to Dr. Cecil J. 
Metcalf, who has moved to New York State, and 
it has granted associate membership to Dr. Clifton 
B. Leech, who has moved to Florida. 

2. The committee has received in executive ses- 
sion a report from the Committee on Ethics and 
Deportment which is not to be made public. The 
committee reiterated for the association its willing- 
ness to have a report from any member of any 
unethical practice by a physician. 

3. The executive office was instructed to secure 
and distribute to the membership copies of the 
Principles of Medical Ethics. 

4. The Executive Committee voted that the 
services of the Medical Bureau shall be available 
only to physicians who are members both of the 
association and of the Rhode Island Medical 
Society. 


Announcements by the President 
The president announced that he had named a 
committee to prepare the association’s tribute to 
the late Dr. Frank E. McEvoy—the committee 
consisting of Doctors James H. Fagan and Angelo 
Archetto. 


Award of Membership Certificates 
The president announced the award of member- 
ship certificates to Edward Albert Carr, M.D. 
sponsored by Drs. Thomas C. McOsker and Wil- 
fred Pickles; Francis Philip Catanzaro, M.D., 
sponsored by Drs. James P. Clune and Joseph A. 
Palumbo. 


Nominations for Membership 
Dr. Michael DiMaio, secretary, announced that 


the Executive Committee recommends for election 
concluded on page 635 
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PROVIDENCE MEDICAL ASSOCIATION 
concluded from page 632 
to active membership in the association the follow- 
ing physicians: Edmund Billings, M.D.; Louis 
Carmine Bruno, M.D.; Edward Allan Casey, 
M.D.; Asdrubal Saraiva DeCarvalho, M.D.; Jacob 
Dyckman, M.D.; Charles Clarke Goodman, M.D. ; 
Erwin Oskar Hirsch, M.D.; Robert Mendon Lord, 
Jr., M.D.; Thomas Joseph Mathieu, M.D.; Frank 
Merlino, M.D.; Robert Franklin Spencer, Jr., 
M.D.; and Julius Stoll, Jr., M.D. 
It was moved that the physicians nominated be 
elected to active membership. The motion was 
seconded and unanimously voted. 


Scientific Program 


Dr. O’Connell announced that Dr. Alex M. 
Burgess, Sr., would serve as moderator of the 
Clinicopathological Conference, and therefore he 
turned over that part of the program to him. Dr. 
Burgess introduced as the panel discussers, 
J. Englebert Dunphy, M.D., Clinical Professor of 
Surgery at Harvard Medical School, and Franz 
Joseph Englefinger, M.D., Associate Professor of 
Medicine at Boston University Medical School. 
George F. Meissner, M.D., Associate Pathologist 
at the Institute of Pathology of the Rhode Island 
Hospital was introduced as the pathologist. 

A printed copy of the case under discussion had 
been distributed in advance to each member of the 
Association. A copy of the case report is made a 
part of the permanent records of the meeting. 

The discussion that followed the presentation of 
the case by Dr. Burgess was most illuminating and 
learned. Doctors Dunphy and Englefinger did a 
marvelous job in presenting all the facts and possi- 
bilities of the case. The pathological findings were 
ably presented by Dr. George Meissner. 

The patient had recurrent carcinoma, and the 
pathology of the carcinoma indicated it was the 
same as the carcinoma removed from the stomach 
six years previously. 

The meeting was very well attended. 

The meeting adjourned at 10:00 p.m. 

Attendance was 90. 

Collation was served. 


Respectfully submitted, 
DirMato, M.p., Secretary 


MONDAY, DECEMBER 6 
Next meeting of the 
PROVIDENCE MEDICAL ASSOCIATION 
8:30 p.m. at the Medical Library 


PHYSICIAN 
Cure Thyself 


It has been said 

that he who treats himself 
has a fool for a patient 
and a fool for a doctor. 


But like all adages 
this one has an exception 
that proves the rule. 


For if, Doctor, 

you are suffering 

from battle fatigue 
caused by too many bouts 
with too many germs 
(with long names 

that we don’t understand 
or know how to spell) 
here is a prescription 

for what ails you: 


Treat yourself 

and your fine wife 

next Wednesday 

to an evening of 

good food, good drinks 
and good dance music 
(Ralph Stuart’s Orchestra) 
at the Sheraton-Biltmore’s 
Garden Restaurant. 


See, you’re feeling better 
already. 


P. GorMAN 
General Manager 


QHERATON- 
Birmore 


HOTEL 
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ABUSE OF INSECTICIDE FUMIGATING DEVICES 


Reprinted from the JOURNAL OF THE AMERICAN MEDICAL ASSOCIATION, 
Vol. 156, No. 6, October 9, 1954, as a report from the 
Committee on Pesticides 


On September 30, 1953 the Chairman of the Com- 
mittee on Industrial Health of our Society presented 
a report to our House of Delegates on the Toxic 
Actions of Pesticides. This detailed report was prob- 
ably one of the first to be made by a State Medical 
Society on the subject. We reprint below a current 
report emphasizing the warning of the Committee 
on Pesticides of the American Medical Association 
about the indiscriminate use of insecticide volatiliz- 
ing devices in the home. 

THE EDITOR 


own EXPERIENCE of the last several years in the 
use of devices to volatilize insecticides into the 
atmosphere of homes and commercial establish- 
ments has provided proof of the dangers of exces- 
sive exposure to the vapors and fumes of lindane. 
The problem of what factors are responsible for 
excessive exposure has not been fully determined. 
Over-liberal use, inadequate ventilation, poorly 
constructed equipment, and a peculiar sensitivity of 
those so injured have been cited as causative fac- 
tors. Accumulating clinical evidence suggests that 
initial findings on the toxicity of this compound in 
experimental animals are not always directly con- 
vertible to human beings. 


Single doses of lindane given orally to experi- 
mental animals have been reported to be moderately 
toxic, whereas inhalation of vapors and fumes is 
highly toxic. It has been commercially exploited as 
a comparatively safe insecticide because of minimal 
storage in fat tissues and fairly prompt elimination 
from the animal body when ingested in trace 
amounts. Recently, however, it has been discov- 
ered that lindane is stored in significant amounts in 
the brain and functioning liver tissue of certain 
species of laboratory animals and that in relatively 
high doses it may induce profound and long-lasting 
effects on the central nervous system. 


The accident record with lindane is no less sug- 
gestive. Since the chemicals used in fumigating 
devices are frequently available as pellets (tablets ) 
or packaged as white crystals, they are liable to 
accidental misuse. Ingestion of about 0.5 gm. of 
lindane in pellet form produced convulsions in an 
18-month-old child. Four children were also se- 
riously poisoned after drinking unspecified quan- 


tities of a homemade soft drink sweetened with 
lindane-contaminated sugar. 

Although laboratory and clinical evidence of 
toxic potentialities of lindane have been widely 
disseminated, certain promoters of insecticide va- 
porizers and fumigators continue to represent their 
appliances as absolutely safe, recognized for the 
control of disease-bearing insects, and useful any 
place where an insect problem exists. In spite of 
representations and actions by the Federal Trade 
Commission, the National Better Business Bureau, 
and the Post Office Department, these promoters 
are using newspaper advertisements, mail order 
outlets, and direct solicitations to inveigle purchas- 
ers with misleading claims. 

It is difficult to imagine that promoters of in- 
secticide vaporizers and fumigators are so callous 
as to knowingly disregard the dangerous implica- 
tions of their suggestive advertising. Such actions 
can only be rationalized on the basis of ignorance 
of the toxicities of the chemicals used. Neither 
ignorance nor misplaced confidence is justification 
for questionable promotional tactics. 

Insecticidal poisons that are effective because of 
deliberate continuous pollution of the atmosphere 
have questionable safety. Their use in this manner 
is contrary to hygienic standards for safe atmos- 
pheric living and working conditions. The Com- 
mittee wishes not only to reaffirm its opposition to 
the home use of continuously operating devices 
(insecticide vaporizers) but also to reemphasize its 
warning that extreme care is required in the inter- 
mittent use of such equipment promoted as so- 
called insecticide fumigators. 


E. P. ANTHONY, INC. 


Diruggisls 


Wilbur E. Johnston Raymond E. Johnston 


178 ANGELL STREET 
PROVIDENCE, R. I. 
GAspee 1-2512 
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WHAT’S IN THE CONTRACT ? 


Undoubtedly a great many of the subscribers to Physicians Service never take 
time to read their contract, or even the accompanying literature — just as few people 


read their fire or life insurance policies. 


Physicians Service and Blue Cross have popular reputations as “inclusive” 
service programs. Therefore the assumption among many subscribers may be that 


whatever happens to them will be covered by their contract. 


As a PARTICIPATING PHYSICIAN you should be thoroughly familiar with 
the Physicians Service contract. If you need a new copy for your reference file 


communicate immediately with the Executive office. 


YOUR patients depend on you to tell them everything they need to know when 
they are sick or injured. Your patient may use his Physicians Service contract 
once in several years — he knows you work under it throughout the year, and 
therefore he expects you to know all the provisions of his coverage in your Society 


sponsored prepayment surgical-medical program. 


Do You Know the Provisions of the Physicians 
Service Contract? 


For additional help in your Physicians Service problems 
call either the Executive Office of the Society, at 106 Francis 
Street, or the Administrative Office of Physicians Service at 


31 Canal Street. 


RHODE ISLAND MEDICAL SOCIETY 
PHYSICIANS SERVICE 
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ON THE LIBRARY BOOKSHELVES 


LECTURES ON GENERAL PATHOLOGY. 
Edited by Sir Howard Florey. W. B. Saunders 
Company, Philadelphia, 1954. $13.00 


There are thirty-seven lectures delivered at the 
Sir William Dunn School of Pathology at Oxford 
University. They are given by ten contributors, 
many of whom have performed research work in 
their respective subjects. They are intended to 
acquaint the student with the scope of general 
pathology and the fundamental changes that take 
place in the body in response to injury. The book 
deals mostly with inflammation in its various 
aspects, omitting other fields entirely, such as neo- 
plasia. Considerable space is devoted to methods 
of investigation, both old and new, and to experi- 
mental pathology “to serve as a stimulus to carry an 
experimental outlook into clinical medicine and sur- 
gery.” The title of this book could well have been 
“Lectures on the Pathologic Physiology of Inflam- 
mation.” The language is clear and concise. There 
is much historical information. The illustrations 
are variable, but generally good. Each chapter has 
an up-to-date list of references, which is a valuable 
feature. 

This book may be recommended to the student 
as a useful addition to a classical textbook of path- 
ology and particularly to all who teach pathology 
to medical students. 

GerorGE F. MEISSNER, M.D. 


CLINICAL MANAGEMENT OF BEHA- 
VIOR DISORDERS IN CHILDREN by 
Harry Bakwin, M.D. and Ruth Morris Bakwin, 
M.D. W. B. Saunders Company, Phil., 1953. 
$10.00 


This volume is exactly what it is designed to be. 
It is a practical guide to behavior disorders in chil- 
dren. The material is briefly presented and in a 
form that is readily and quickly available. The first 
section dealing entirely with normal growth and 
development is well done and adequate for those 
not already familiar with the field. 

The scope of the book is large and consequently 
the authors have chosen standard material and 
facts which are clearly and forcefully set forth. 
This reviewer feels that the authors have done a 
better job portraying and classifying the disorders 


they describe than they do with their “clinical man- 
agement.” Admonitions such as “avoid undesirable 
playmates,” “correcting parental attitude” sound 
very plausible, but to those of us dealing with actual 
problems they are discouraging and difficult to 
achieve. 

As a guide this book is valuable and the many 
references listed with each chapter should be of real 
assistance. 


KATHARINE K. Cutts, 


MODERN CLINICAL PSYCHIATRY by Ar- 
thur P. Noyes, M.D. Fourth edition. W. B. 
Saunders Company, Phil., 1953. $7.00 


This now standard textbook on clinical psychia- 
try is of especial historical interest to Rhode 
Islanders since the first edition was written, copy- 
righted and published by Dr. Noyes in 1934, while 
he was superintendent of the State Hospital for 
Mental Diseases at Howard, R. I., a post he filled 
from 1929 to 1936. 

The author is well remembered in the state for 
the ambitious, far-sighted and successful building 
expansion program he initiated at Howard, and 
which was finally brought to completion in 1938 in 
spite of severe pressures from the political and 
policy-making level. It is, however, an undoubted 
fact that the physical plant at the State Hospital 
is the working model of which Dr. Noyes’ first edi- 
tion was the blueprint. 

Following his outstanding service here, Dr. 
Noyes transferred to the Norristown State Hos- 
pital in Pennsylvania, where those of us who 
trained in psychiatry under the fellowship system 
of the University of Pennsylvania came to recog- 
nize and admire him as one of the grand and un- 
shakable figures of modern psychiatry. 

The fourth edition of Mopern Crinicav Psy- 
CHIATRY presents the first large-scale and funda- 
mental changes in text since the original publica- 
tion. Perhaps the first of these to challenge the 
attention is the use throughout of the recently 
revised, standardized classification and nomen- 
clature for phychiatric disorders, as adopted and 
approved in the past two years by the A.P.A. Dr. 
Noyes has also revealed a marked shift of emphasis 
from the descriptive and organic viewpoints to the 
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primarily psychological and dynamic, both as etio- 
logical and treatment factors. 

The existence of an officially adopted and en- 
tirely new nomenclature of classifications has 
scarcely been perceptible among physicians outside 
the psychiatric specialties. Indeed many of us 
within the field who resist change reflect but dimly 
this very basic advance in our diagnoses, etc., as 
given in consultations, chart notes and discussions. 
For this feature alone, I know of no other textbook 
which so well incorporates and explains these 
changes. 

The second point regarding a comprehensive 
approach to dynamic psychological and sociological 
factors operative in, and during the development 
of, psychiatric disease, receives a splendidly under- 
standable and complete review in this book. Just as 
the alchemist of old sought to separate pure gold 
from dross metal, or as the physicist of today re- 
fines plutonium from crude ore, so Dr. Noyes filters 
out the disparate elements of antiquated psycho- 
logical “isms”? and emerges with the pure core of 
basic psychiatry. The tremendous beginning made 
in the first half of this century by such pioneers as 
Freud, Jung, Meyer, Janet, et al, is here crystallized 
by a studious and careful mind into a peaceful, 
meaningful coexistence. Dr. Noyes confirms my 
own impression that a concept of basic psychiatry 
as a fundamental science in itself has begun to de- 
velop from the conflicting theories and contradic- 
tory dogmas of the past. The author details his 
thesis with quiet logic and persuasive examples, 
far too rare in psychiatric literature. 

For anyone aspiring to psychiatric specialization, 
this is a complete, clear, even kaleidoscopic text, 
either as a starting point from which orientation 
for future reference may be obtained, or as a hand- 
book for the student contemplating specialization 
in psychiatry or preparing for pre-board examina- 
tions. 

It is inconceivable that anyone already specializ- 
ing in psychiatry or neurology has not used one of 
the previous editions of this text. Nevertheless, I 
heartily recommend a reading of the fourth edi- 
tion, not only as a guide to the new nomenclature 
classifications, but equally because of its authorita- 
tive, encyclopedic wealth of information. 


Lastly, and perhaps most importantly, I would 
urge the general practitioner and extra-neuro- 
psychiatric specialist to make an acquaintance with 
this work. The day has long passed when a dozen 
or so clinic demonstrations plus a like number of 
didactic lectures on the insanities will suffice for 
good inedicine. We are well into the age of psycho- 
somatology, and all physicians need far more than 
a visiting fireman’s concept of this foreign town, 
Psychiatry. To this large group, therefore, I most 


unreservedly recommend Mopern CLINIcat Psy- 
continued on next page 
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CHIATRY as a well-spring of information which 
will most certainly lead to more adequate diagnoses, 
guidance as to certification, and progressive, intelli- 
gent referral policies. 

Today’s medical graduates are so trained and 
equipped. Dr. Noyes’ book offers an unexcelled 
opportunity for the “old timer” to come abreast, 
and even aboard. 

CHARLES H. CRONICK, M.D. 


FILMS IN PSYCHIATRY, PSYCHOLOGY 
AND MENTAL HEALTH by Adolph Nich- 
tenhauser, M.D., Marie L. Coleman and David 
S. Ruhe, M.D., Health Education Council, New 
York, 1953. $6.00 


The publishers clearly state that the objectives 
of this excellent book are, to make more films in 
psychology and mental health education more use- 
ful to more people; and to set higher standards of 
quality in preparing new films. The films discussed 
in the book were subjected to a critical review by 
a competent, authoritative board. 

I believe both psychiatric patients and people in 
general will find that the films afford one the op- 
portunity to grow educationally, socially, emotion- 
ally and mentally. This book is particularly valu- 
able for simple, clear explanations of psychological 
factors involved in the films dramatically present- 
ing personality relationships which are typical and 
most commonly encountered. The first portion of 
the book is devoted to a critical review of motion 
pictures in psychiatry, psychology, mental health 
and education. The book discusses fifty-one films 
from the standpoint of assisting one in quickly 
deciding whether or not they are of value or suit- 
able for the intended use. It will be valuable for 
one responsible in planning, financing, producing 
new films as well as the showing of films already 
available. The test also furnishes valuable in- 
formation relative to the production of films, ex- 
pense, running time and other pertinent data in 
addition to a sound, critical review of the relative 
merits of each film. 

Motion pictures and audio-visual aids utilized in 
medical education and even as a psychotherapeutic 
adjunct are gaining favor particularly as better 
preparations, more precise specifications and 
proper handling and utilization are effected. As 
teaching knowledge, skill, discipline of the use, 
etc., become more efficient, films and audio-visual 
aids will become more useful in medical schools, 
hospitals, training centers, etc., and when carefully 
selected and controlled can be of value even in pri- 
vate practice, P.T.A. meetings, schools, churches 
and TV programs. 

In conclusion, I would like to state that not too 
long ago when this medical journal published an 
original article which I wrote, offering in it the 
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suggestion that videotherapy, the use of films, 
could be used as a psychotherapeutic adjunct and 
utilized as an office procedure, I felt rightly or 
wrongly that I was breaking fresh ground, not that 
I was offering a sensational advancement, but I 
genuinely believed and I am even more firmly con- 
vinced today that the use of films have a rational 
and useful place in the advancement of psychiatric 
knowledge as instituted in the office, educational 
centers, church, schools and possibly even in the 
home. As a matter of fact, I further believe that 
it offers the best hope of contributing a mentally 
healthier world. I was, therefore, pleased indeed, 
to have been selected to review this particular book 
which followed close on the heels of my article. 
The strength of my convictions convince me that 
the emotionally and mentally disturbed individual 
can benefit greatly through videotherapy and the 
use of films instituted individually or through 
group participation. I trust psychiatrists in par- 
ticular will continue to welcome any effort or 
legitimate means to expand our therapeutic arma- 
mentarium and means of usefulness for, in the 
final analysis, the use of films is not only of value 
but sound and scientific. 
B. B. MonGcILto, M.p. 


CURRENT THERAPY 1954. Edited by How- 
ard F, Conn. W. B. Saunders Company, Phila- 
delphia, 1954. $11.00 


This 898-page book is the sixth annual edition 
under the title CurrENt THERAPY, edited by 
Howard F. Conn, M.D., aided by two consulting 
editors, twelve collaborators, and about 350 con- 
tributors. The book was compiled to provide suf- 
ficiently detailed information concerning treatment 
to enable the practicing physician to develop a 
satisfactory regime for his patients. Diagnosis is 
presumed to have been made. Theory, basic prin- 
ciples, and reasons for treatment are generally 
omitted. Specific diseases are usually discussed by 
one contributor who gives in more or less detail his 
personal treatment of the malady. Certain diseases 
are discussed by two or rarely three contributors. 
There is, of course, some repetition, but this is not 
usually superfluous, as it serves to emphasize 
points of agreement, as well as to point out exist- 
ing differences of opinion or techniques. The book 
is divided into five sections; each dealing with a 
group of related diseases, or pathological condi- 
tions of the same body system; as, infectious dis- 
eases, diseases of the digestive system, disorders of 
nutrition, etc. The style varies only slightly with 
the various writers, and is generally easier reading. 

Some subjects seem to be covered in greater 
detail than necessary ; others, especially less com- 
mon conditions tend to be quite sketchy. Most 
physicians will have established an adequate man- 
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ner of treatment for the commoner conditions they 
meet from day to day, and will refer to a text 
primarily for quick reference in caring for pa- 
tients with diseases they routinely treat less often. 
Thus, devoting two full pages and as many con- 
tributors to the treatment of simple sore throat 
and a rough sketch of one treatment for cerebral 
palsy, seems a reversal of emphasis. 

Hypertension is discussed by two contributors 
who showed general agreement in treatment but 
emphasized different phases. Freis stresses drug 
therapy primarily, and discusses the selection of 
various available drugs in relation to the degree of 
hypertension being treated and the patients’ re- 
quirements. Schroeder uses drugs in a similar 
manner. He places more emphasis on psychogenic 
and neurogenic treatment of his hypertension pa- 
tient. Not much attention is given to the surgical 
treatment of this disease. 

The methods of four outstanding clinicians have 
been combined to produce anexcellent basic regime 
for treatment of the diabetic. In this part the 
individual methods of Doctors Barach, Duncan, 
Joslin and Root are not given separately but as a 
composite method. The subject is treated in two 
sections. The first, a summary of essential treat- 
ment. The second, an elaboration of methods used. 
Several tables are used as aids in arriving at caloric 
intake and daily diet. In determining diet, a pa- 
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tient’s ideal weight is considered to be the average 
healthy weight at age 25, based upon maximum 
longevity tables rather than average weight tables. 

Diseases of the nervous system, particularly the 
psychoses, are necessarily incomplete. The text 
serves here only as an outline of present methods, 
although treatment for acute phases and for emer- 
gency care are in more detail. 

Dr. Newton Kugelmass, who has contributed 
the section on infant feeding, suggests formula 
and foods not familiar to this reviewer. His two- 
month, 24-hour formula, using evaporated milk is 
8 ounces milk; water, 22 ounces; and sugar 1% 
ounces. At five months, the evaporated milk is 
13 ounces; water 22 ounces, and sugar 2 ounces. 
Brussel sprouts, onions, mustard greens and 
sauerkraut are given at the eighth month. At one 
year, complex but palatable, foods are given. 

The last pages of the text are devoted to com- 
ment on numerous miscellaneous subjects. In- 
cluded in this section is the discussion of the pres- 
ent day treatment of burns, which appears to be 
somewhat inadequate. In contrast, beryllium 
poisoning is discussed in considerable detail, par- 
ticularly prevention of beryllium poisoning. The 
reason seems to be due to the probable increased 
use of atomic products which, however, will not 
concern the average practitioner. There is a very 


complete list of commercial products and their 
concluded on page 644 


For the CONVENIENCE 


"151 BROW ST., EAST PROVIDENCE, R. I. 


of our CUSTOMERS... 


A. B. Munroe Dairy offers cus- 

tomers the choice of milk in: 

(1) conventional straight neck 
bottle, 

(2) distinctive two compartment 
bottle for easy separation of 
cream from the fat-free milk. 
Separators furnished free 
upon request. 


The two compartment bottle is 
a money-saver for families 
occasionally requiring small 
amounts of skim (fat-free) milk 
for special diets or top cream 
for coffee, cooking and other 
needs, 


Call EA 1-2091 today 
for home delivery. 


A. B. MUNROE DAIRY 
INC. 


| | 

L 

r 

t 

I 

Cc 

e 

t 

y 

, 

k 

t 

e 

h 

r 

e 

y 
| 
a 
t | 
| 


ANESTHESIOLOGY 


EDWARD DAMARBJIAN, M.D. 
124 Waterman St., Providence 6 
GAspee 1-1808 
Nerve Block 
Diagnostic and Therapeutic 


DERMATOLOGY 


WILLIAM B. COHEN, M.D. 
Practice limited to 
Dermatology and Syphilology 
Hours 2-4 and by appointment - GA 1-0843 
105 Waterman Street Providence, R. I. 


VINCENT J. RYAN, M.D. 
Practice limited to 
Dermatology and Syphilology 
Hours by Appointment Call GA 1-4313 
198 Angell Street, Providence, R. I. 


BENCEL L. SCHIFF, M.D. 
Practice limited to 
Dermatology and Sy philology 
HOURS BY APPOINTMENT 
Pawtucket 5-3175 
251 Broadway, Pawtucket, Rhode Island 


MALCOLM WINKLER, M.D. 
Practice limited to 
Dermatology and Syphilology 
Hours by appointment Call DExter 1-0105 
199 Thayer Street, Providence, R. I. 


EYE, EAR, NOSE AND THROAT 
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PHYSICIANS DIRECTORY 


FRANCIS L. BURNS, M.D. 
Ear, Nose and Throat 
Office Hours by appointment 


382 Broad Street Providence 


JAMES H. COX, M.D. 
Practice limited to Diseases of the Eye 
By Appointment 
141 Waterman Street _—_ Providence 6, R. I. 
GAspee 1-6336 


JOS. L. DOWLING, M. D. 


Practice limited to 
Diseases of the Eye 


57 Jackson St. Providence, R. I. 
1-4 and by appointment 


RAYMOND F. HACKING, M.D. 
Practice limited to Diseases of the Eye 


105 Waterman Street _ Providence 6, R. I. 


THOMAS R. LITTLETON, M.D. 
Ear, Nose and Throat 
Office Hours by Appointment 
193 Waterman Street Providence 6, R. I. 
Phone GAspee 1-2650 


BENJAMIN FRANKLIN TEFFT, M.D. 
Ear, Nose and Throat 
185 Washington Street West Warwick, R. I. 


Hours by appointment Valley 1-4626 


NATHAN A. BOLOTOW, M.D. 


Ear, Nose and Throat 
Otorhinologic Plastic Surgery 


Hours by appointment GAspee 1-5387 


HERMAN A. WINKLER, M. D. 
Ear, Nose and Throat 
224 Thayer Street, Providence, R. I. 


126 Waterman Street Providence 6, R. I. Hours by appointment Call GAspee 1-4010 
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MILTON G. ROSS, M.D. 
Practice limited to Diseases of the Eye 
Office Hours by Appointment 
210 Angell Street Providence 6, R. I. 
GAspee 1-8671 


NATHANIEL D. ROBINSON, M. D. 
Practice limited to Diseases of the Eye 
Office Hours by Appointment 
112 Waterman Street Providence 6, R. I. 
TEmple 1-1214 


NEURO—PSYCHIATRY 


PLASTIC AND RECONSTRUCTIVE 
SURGERY 


BERT S. JEREMIAH, M.D. 
Plastic and Reconstructive Surgery 
Office Hours by Appointment 
614 East Avenue, Pawtucket, R. I. 
PAwtucket 3-3216 


DAVID J. FISH, M.D. 
Neuropsychiatry 
335 Thayer Street 
Providence 6, R. I. 
JAckson 1-9012 Hours by appointment 


HUGH E. KIENE, M.D. 
Neuro-Psychiatry 
113 Waterman Street Providence 6, R. I. 
Telephone: Plantations 1-5759 
Hours: By appointment 


NEURO-SURGERY 


DAVID J. LaFIA, M.D. 
187 Waterman Street 
Providence 6, Rhode Island 
Hours By Appointment 
Telephone: DExter 1-3303 


PROCTOLOGY 


THAD A. KROLICKI, M.D. 
Practice limited to Diseases of 
Anus, Rectum and Sigmoid Colon 
Hours by Appointment 
102 Waterman Street Providence, R. I. 
Call JAckson 1-9090 
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7Granick, S.: Iron Metabolism and Hemochromatosis. 
Bull. N. Acad. Med. 25 :403, 1949 

8Sheldon, J. H.: Hemochromatosis. London H. Milford, 
1935 

9Lawrence, R. D.: Hemochromatosis and Heredity: 
Lancet 2:1055, 1935 

10Althausen, T. L., Doig, Rk. Weiden, S., Motteram, R., 
Turner, C. N. and Moore, A.: Hemochromatosis. Arch. 
Int. Med. 88:553, 1951 

Davis, W. D. and Arrowsmith, W. R.: The Effect of 
Repeated Phlebotomies in Hemochromatosis. J. Lab. 
and Clin. Med. 39 :526, 1952 

12Goldish, R. J., and Aufderheide, A. C.: Secondary Hemo- 
chromatosis II—Report of a Case Not Attributable to 
Blood Transfusions. Blood 8:837, 1953 

13Wallerstein, R. O. and Robbins, S. L.: Hemochromatosis 
After Prolonged Oral Iron Therapy in a Patient with 
Chronic Hemolytic Anemia. Am. J. Med. 14:256, 1953 

14Dubach, R., Callender, S. T. E., and Moore, C. V.: Ab- 
sorption of Radioactive Iron in Patients with Fever and 
Anemias of Varied Etiology. Blood 3:526, 1948 

15Muirhead, E. E., Cross, G., Jones, F. and Hill, J. F.: 
Iron Overload (Hemosiderosis) Aggravated by Blood 
Transfusions. Arch. Int. Med. 83 :477, 1949 

16Granick, S.: Iron Metabolism. Bull. N. Y. Acad. Med. 
30:81, 1954 

17Frumin, A. M., and Miller, E. E.: Exogenous Hemo- 
chromatosis in Sickle Cell Anemia. Gastro-enterology 
24 :130, 1953 

18Houston, J. C.: Hemochromatosis and Refractory Ane- 
mia. Guy’s Hosp. Rep. 100:355, 1951 

19Howell, J. and Wyatt, J. P.: Development of Pigmen- 
tary Cirrhosis in Cooley’s Anemia. A.M.A. Arch. Path. 
55 :423, 1953 

20Phillips, A. M., Leonard, W. P. and Lawson, H. A.: 
Thalassemia Minor ; a Report of 10 Cases. Rhode Island 
Med. Jour. 33 :239, 1950 


PSYCHIATRY 


GERTRUDE L. MULLER, M. D. 
Psychiatry 
193 University Ave., Providence 6, R. I. 
Hours by Appointment Only 


Doctor may be reached after 5 p. m. daily. 
and weekends, at DExter 1-5398 
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TRU-FIT COMPANY 
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We offer a complete surgical appliance fitting 
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others too! 
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@ PRENATAL 

@ POSTNATAL 

GASTROPTOSIS 
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CURRENT THERAPY 
concluded from page 641 


toxic ingredients included in the section on therapy 
of poisoning. 

The appendix contains a ten-page roster of 
drugs, a comparative table for metric, and apothe- 
cary system of measurements, tables of weight/ 
volume and weight/weight percentage tables. A 
satisfactory index terminates the text. 

CURRENT THERAPY 1954 succeeds in presenting 
a specific and representative picture of the tech- 
niques of modern medical therapy as it is practiced 
in America. It is doubtful if any physician will 
find each annual edition a practical addition to his 
library, but those who do not have a recent edition 
would do well to consider its usefulness. 

A. Lioyp LAGERQUIST, M.D. 
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Plainfield St. at Laurel Hill Ave., 
Providence, R. I. TEmple 1-9649 
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A quiet country atmosphere and beautiful surroundings 
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Edwin Dunlop, M.D., Clinical Director é 

Oliver S. Lindberg, M.D., Resident Physician 

Out-patient Department hours, 9-12 A. M., daily, and 
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